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To ease the shortage of qualified dietitians, 
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the Army each year trains young women 
with the required collegiate preparation and 
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As second lieutenants in the Women’s 
Medical Specialist Corps, these women 
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patients recovering in Army hospitals 
from injury or illness. 


College women under 26 years of age, 
with appropriate prerequisites, may apply 
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Dietetic Internship 
For Foods and Nutrition or Institution Management majors, a 12-month 
course, offered each year at Brooke Army Hospital, Fort Sam Houston, 


W Texas, and approved by the American Dietetic Association. 
men’s 


Physical Therapy Training Course 
For Physical Education or Biological Sciences majors, two 12-month 
Medical 


courses conducted annually ; approved by the Council on Medical Educa- 
tion and Hospitals of the American Medical Association. 


Specialist Occupational Therapy Clinical Affiliation 
For candidates who are students in approved schools of occupational 
therapy and who have the required credit hours, a 9-month program 
orps conducted in selected Army Hospitals and approved by the Council on 


Medical Education and Hospitals of the American Medical Association. 


For complete details on eligibility, pay during instruction, and other benefits, 
write: The Surgeon General, United States Army, Washington, D. C. 
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INTRODUCTION: Dr. Rabinovitch: 

One of the most pressing needs in psychiatry 
today is for the establishment of further facilities 
for the in-patient or residential treatment of dis- 
turbed children. Many severely disturbed children 
cannot be adequately treated while they remain 
at home or in the community; the prevailing de- 
gree of trauma in their relationships or the level 
of personality disorganization is such that tem- 
porary separation for treatment is necessary. 
Direct psychotherapy is not sufficient to meet the 
needs of these children, and a new gratifying 
living experience in a therapeutic milieu is re- 
quired. Although there are few such treatment 
centers in America today their importance is be- 
ing recognized increasingly and we can expect 
widespread expansion in this area of service in 
the coming years. The topic of this symposium 
is, I think, particularly timely, for the discipline 
of occupational therapy, along with nursing and 
teaching, will have a specific and an important 
role to play in this development. ; 

There is probably no area in psychiatry in which 
occupational therapy plays a more primary role 
than in the in-patient treatment of children. Here 
occupational and recreational therapy are closely 
integrated into the total treatment program. A 
description of the organization and orientation of 


AJOT V, 1, 1951 


our Children’s Service at the Neuropsychiatric 
Institute, University of Michigan, may serve to 
illustrate this point. Capacity is for 28 children, 
ranging in age from six to thirteen years. As in 
most similar services the boys outnumber the 
girls in the ratio of approximately three to one. 
Our referrals come from the entire state of Michi- 
gan and for the most part we work with severely 
disturbed children for whom community resources 
have failed. Children are referred from the courts, 
schools, community agencies, other hospitals and 
private physicians. The average period of hospital- 
ization is approximately six months, with selected 
cases remaining up to one year. Most of the 
children have had severely traumatic life experi- 
ences and on admission some present acute psy- 
chiatric emergencies. 

Each child is assigned to a resident psychiatrist 
for individual direct psychotherapy. However, 
this is only one aspect of the total treatment. 
Many authors have described the importance of 
the general tone or the therapeutic milieu of a 
ward of school for disturbed children. Regardless 
of what happens in the direct treatment experience 
with the psychiatrist these children require an 
accepting and gratifying living experience, orient- 
ed to meet individual needs. To provide this each 
aspect of treatment must be integrated into a 
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total plan and each staff member must recognize 
his role with the child and the therapeutic im- 
plications of the relationship. This applies to 
adults having contact with the children at every 
level; at times the ward secretary or handy man 
may play a valuable therapeutic role. , 

To meet the needs of severely disturbed child- 
ren a large staff is required. At present in ad- 
dition to our medical, nursing, attendant, psych- 
ology and social service staffs we have a school 
on our ward, an occupational therapy shop, a 
program in remedial reading, a project in psycho- 
drama and an intensive recreational program 
directed principally by the occupational thera- 
pists and the nurses although planned jointly by 
the entire staff. Although our ward is closed we 
are fortunate at the Neuropsychiatric Institute 
to be able to avail ourselves of many outdoor 
facilities and each child spends a good part of 
the day in outdoor activities. For the general pro- 
gram the children are divided into three groups 
alternating between school, shop and outdoor 
play. It is of the greatest importance that the 
groupings follow the lines dictated by the dy- 
namics presented. The group situation in itself 
offers numerous potentials for therapy that can be 
realized when the group formations are optimal. 

To help provide the staff with insight into the 
child’s particular problems and to plan an in- 
tegrated treatment program for him, each child 
early in his hospital stay is discussed in a con- 
ference attended by the entire staff. The case 
history is presented and details of the child’s ad- 
justment on the ward reviewed. Numerous work- 
ers describe their experience with him, his par- 
ticular modes of reaction, the content of his pro- 
ductions, his positive and negative relationships. 
It is always a source of interest and satisfaction to 
observe a growing maturity in discussion in our 
staff and students as experience and insight are 
gained. 

A description of a typical ward conference 
might be of interest. Some time ago we dis- 
cussed a 12-year-old girl, referred from a de- 
tention home because of uncontrollable temper 
outbursts, episodes of severe depression, and 
physical assaultiveness toward personnel and other 
girls. The psychiatric resident treating Wilma 
opened the discussion by presenting the case his- 
tory. The social worker who had seen the relatives 
amplified and evaluated the data. The history 
revealed a life-long traumatic experience with a 
psychotic father and a delinquent mother. The 
father had been committed to a state hospital 
when Wilma was aged 10, and the mother was 
in and out of court on charges of sexual delin- 
quency. Wilma had spent six months confined in a 
restrictive detention home because of earlier re- 


fusal to attend school, assaultiveness and marked 
emotional lability. 

The clinical psychologist who had tested Wilma 
reviewed the psychometric and projective test 
data; Wilma was found to have an I.Q. of 104 
and her productions indicated extreme anxiety 
and gross identification difficulties. 

The nurses, drawing from their observation 
of the patient’s day-to-day behavior, noted that 
Wilma was hostile and difficult to contact. She 
was abusive in her language and often, with no 
apparent provocation, attempted to strike them 
or throw chairs. She refused to wear girl’s clothes, 
and for the most part remained unkempt. The male 
attendants reported that her behavior was particu- 
larly bizarre and unpredictable in their presence. 
She would dash about the ward as though pursued, 
hide under tables, attempt to climb through 
windows, withdraw to a corner of the room, or 
lie prone on the floor; much of her behavior 
appeared to represent psychotic acting-out. De- 
spite this very disturbed picture two workers were 
able to report some evidence of movement to- 
ward positive relationship. Wilma had recently 
begun to show affection toward a young blonde 
nurse to whom she wished to cling. She had also 
begun to relate with the occupational therapist, 
and although for the most part negative and un- 
productive in the shop, she was seeking out the 
worker outside the shop, expressing interest in 
the worker’s clothes and in her handmade jewelry. 

Following these observations by the ward per- 
sonnel the psychiatrist treating Wilma discussed 
the content from his direct interviéws with her. 
He found nothing in the thought content to 
suggest a psychosis and evidence of much more 
capacity for relationship than her behavior seemed 
to suggest. Her fantasies, dreams and preoccupa- 
tions all were concerned with distortions in her 
family relationships. With this integrated material 
about our patient we were able to recognize that 
she presented a strong identification with her 
psychotic father, a denial of her feminine role 
through a negative identification with her mother 
and a strong fear of her sexual strivings. The 
total clinical picture suggested that her bizarre 
behavior was neurotically determined and did not 
represent a psychotic process. Her hostility and 
agressiveness toward female personnel were seen 
to stem from her feelings toward her mother and 
represented transference phenomena. The quality 
of her relations with the male personnel represent- 
ed her reaction to her sexual strivings and her 
difficulties in her father relationship. The nurse 
to whem she was attached served as an ego-ideal 
for Wilma; this and her relationship with the 
occupational therapist represented emerging striv- 
ings toward the establishment of her femininity. 
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From the above discussion at this conference 
plans for Wilma’s. management evolved. Above 
all each of us was able to identify with the child’s 
problems and to appreciate the meaning of her 
behavier in the light of these problems. When 
the psychodynamics are understood the requisite 
treatment program tends to suggest itself, and 
with staff resourcefulness and flexibility it can 
usually be implemented. In this case the relation- 
ship with the nurse-ideal was developed and her 
positive feelings were seen gradually to transfer 
to other staff members. In O.T., after many stormy 
periods, Wilma’s constructive interests were con- 
solidated, and through her relationship with the 
worker she was directed into creative jewelry work: 
in time she was wearing her objects d’art with a 
good deal of pride. An interest in interior decorat- 
ing was manifested and Wilma spent many periods 
in the shop painting furniture and making curtains. 
Gradually she revealed a good deal of spontaneity 
and an interest in singing and acting; she was en- 
couraged to organize spontaneous entertainment 
sessions. She became an active participant in psy- 
chodrama and projected many of her conflicts in 
these sessions. At one point she presented a song 
recital to a large audience of patients and staff 
members; the least effective part of the perform- 
ance was her singing but to Wilma, dressed in 
an evening gown, the experience meant ego 
strength and real growth. Meanwhile in direct 
psychotherapy with the psychiatrist Wilma gained 
some insight into the sources of her conflicts. But 
without a toal approach and a corrective living 
experience with opportunities for creative achieve- 
ment, I doubt that she could have been helned 
effectively. Throughout the seven months of her 
hospital stay progress was uneven and there were 
many setbacks and aggressive outbursts that tested 
those working with Wilma to the limit. Gradually 
however, her anxiety lessened, her pseudo-psycho- 
tic behavior ceased and she began to accept her 
feminine role. For the past six months Wilma has 
been adjusting well in a residential school for 
normal girls with the positive relationships that 
she established on the hospital ward being trans- 
ferred to other adults and children in her new 
environment. 

I hope that these introductory remarks may 
give you some indication of the orientation of a 
children’s psychiatric service and of the integra- 
tion of the occupational therapy program in the 
total therapeutic effort. The individual needs of 
each child vary but basically, as in the case of 
Wilma, the approach represents treatment through 
insight and relationship. 

Miss Bee and Mrs. Outwater will describe 
specific aspects of our occupational therapy pro- 
gram which functions in this general setting. 
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INDIVIDUAL AND SOCIAL ASPECTS OF 
THE CHILDREN’S O.T. PROGRAM: Miss Bee: 
The occupational and recreational therapy pro- 
gram functions in two broad areas, attempting to 
meet each individual child’s needs and also to 
make use of the therapeutic opportunities afforded 
by the group formation in and out of the shop. 

The shop is small and compact. Six to eight 
children, with three adults supervising, work 
around a large table. A warm, informal atrnosphere 
is strived for and the closeness of physical contact 
aids in this. The general tone is relaxed and 
usually fairly gay with spontaneous singing, 
joking and imaginative play. Although the child- 
ren are disturbed and have been very destructive 
in the community we have not found it necessary 
to keep tool cupboards locked; these are open 
during the work period and the shop definitely 
belongs to the children. The tools are of course 
closely watched by the therapists and none are 
allowed to be removed from the shop. The child- 
ren choose their own media and numerous types 
of projects are under way in any period. Work 
in leather, plastic, copper, and dress making and 
interior decorating projects are all popular. Guns, 
daggers, airplanes and tableclothes for home are 
all produced in large quantities. Standards set for 
individual projects vary from child to child ac- 
cording to the developmental level and often the 
therapist places no stress on the quality of the 
product. Specific techniques with individual child- 
ren will be described in a later section of this 
symposium. 

Numerous coop2rative group projects supple- 
ment the individual treatment program. Among 
these have been the painting of hospital furniture, 
making curtains for the ward, constructing a 
hobby-horse, painting a circus mural on the play- 
room wall, working together on a vegetable gar- 
den, rhythm band, singing group, original plays 
and an open house and art exhibit. In the group 
projects specific roles can be assigned to individual 
children to provide status for them in the group. 
For example special treats such as fudge or pop- 
corn are prepared by patients who require group 
acceptance but lack the initiative to seek that 
acceptance themselves. The preparation of food 
may play an important role with children requir- 
ing infantilization through oral gratification. In 
some cases playing the role of the mother, the 
therapist takes advantage of the situation in which 
the child is busy with his hands to feed him her- 
self. 

A spontaneous graphic art period is held in 
the shop twice weekly. Free art expression plays 
a valuable therapeutic as well as a diagnostic role 
with disturbed children. As the children move on 
from traditional representational art to a truly 
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free expression we begin to observe the content 
of their preoccupations expressed in graphic or 
symbolic form. Free art is truly “a language of 
the unconscious” for the child. Analysis of these 
paintings is often of value to the psychiatrist in 
terms of diagnosis, and free expression is thera- 
peutic for the child. During these sessions the 
occupational therapist makes no suggestions as 
to form, color, or medium to be used and no in- 
struction is given except when the patient asks 
for help in the use of the medium. The group 
atmosphere in these sessions is usually creative 
and many of our children have shown a high 
degree of talent. 

Opportunities for application of the occupation- 
al therapy program are by no means limited to 
the shop. Much of our work is done in a group 
setting outside the shop. Such activities would be 
impossible without the combined cooperation of 
the entire staff and the general integration of our 
program. This joint effort is exemplified in the 
art exhibit and open house at which 75 of the 
children’s paintings were displayed. All rooms on 
the ward were open and the children, acting as 
guides, explained the use of each room to the 
guests. Refreshments were prepared and served 
by the children. This group project is typical of 
the cooperative endeavors which are planned and 
executed by the patients. 

Cooperating with the ward school program the 
occupational therapy department plans many trips 
and picnics, and these form a major portion of 
the summer program. These have included trips 
to several zoos, museums, special movies, industrial 
plants, the police department and fire department, 
a dairy and a bakery and park concerts. There are 
numerous swimming trips to a nearby beach and 
nature hikes, bird walks and other planned out- 
door activities and excursions. Many outdoor game 
and sports activities are planned to provide, in 
addition to the maintenance of good physical 
health, the opportunity to teach specific children 
athletic skills which may enhance ego-attitude 
and facilitate group acceptance. 

Simple parties are planned weekly to encourage 
group play. These are held outside the shop in a 
large play area. Activities with an imaginative 
element encourage the expression of fantasy play. 
Aggression is channeled along constructive lines 
through active boisterous games. When a patient 
is ill-at-ease or apprehensive at a party he is 
drawn into the group by being asked to assist in 
the preparation and serving of refreshments. 
Usually three games are planned; the first game 
is One requiring a minimum of organization be- 
cause the children are often at first difficult to 
gather into organized play; the second is more 
highly organized and active; and the third is a 
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quiet game used before the refreshment period 
to aid in eliciting cooperation. Chairs are placed 
around one large table so that the children will 
eat as a unit rather than scattered about the room. 

The objectives of our occupational and recrea- 
tional therapy program, then, may be considered 
twofold: individual work with each child planned 
to meet his specific needs and a group program to 
provide a constructive atmosphere and opportuni- 
ties for social participation and integration. 

The program, of course, cannot be carried on 
independently and must be integrated with the 
total therapy on the ward. The occupational thera- 
pist works in close association with the psychia- 
trist and the other members of the therapy team. 
To identify with the child she must be informed 
of his life experience and have an understanding 
of the psychodynamics that determine his attitudes 
and behavior. In addition, she must learn to accept 
deviate behavior, aggression and overt hostility, 
and must have insight into her own reactions and 
the feelings that the child may stir up in her. 


O.T. TRAINING OPPORTUNITIES ON THE 
CHILDREN’S WARD: Mrs. Outwater: 


Each occupational therapy student who trains 
at the Neuropsychiatric Institute spends a portion 
of her time on the Children’s Service. Since psy- 
chopathology and psychodynamics are often more 
clearly delineated in children than in adults this 
experience provides a particularly valuable op- 
portunity for the student to gain elementary insight 
into these areas. 

The student participates in all aspects of the 
O.T. program, gradually assuming increasing 
responsibility with the children. In orienting the 
student the supervising therapist goes over the 
social case history of each child. She describes the 
treatment program prescribed and assigns to the 
student a representative group of patients. Once 
per week the student meets with her supervisor, 
who is the Children’s Ward therapist, to write 
progresss notes on all of the children. Through 
group discussion on the behavior and progress of 
each child the student learns what to look for 
and what to record, and the goals of therapy are 
crystallized. 

Along with experience in shop work, during 
which technical instruction for carrying out pro- 
jects is given, the student participates in the 
group program and a good deal of time is devoted 
to helping her establish techniques in control and 
motivation of groups. The major stress in the 
teaching approach is on the necessity for establish- 
ing a therapeutic relationship with ‘the child and 
learning how to use this relationship positively 
and constructively. 

Orientation of students on a children’s ward is 
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often complicated by the student’s fears of the 
children and difficulties in accepting their ag- 
gression and hostilities. In the large majority of 
cases, however, we have been gratified to find 
that with guidance and interpretation and experi- 
ence these fears dissipate and few of our students 
have failed ultimately to become integrated into 
the service. 

In general we have felt that our students have 
found experience with disturbed children of real 
value in their training. Many of the principles 
learned are applicable in later work with adults. 
Indeed it may be well to consider direct experience 
with disturbed children as an essential part of the 
training for occupational therapy in any psychia- 
tric or pediatric setting. 


INDIVIDUAL CLINICAL PROBLEMS: Dr. 
Rabinovitch: 


We should like to devote the remainder of 
this symposium to the presentation of case ma- 
terial with specific occupational therapy applica- 
tions. Following brief case descriptions Miss Bee 
will outline the nature of her work with each 
child. 

The major diagnostic groups treated in an in- 
patient service include: 1. Psychoneurotic re- 
actions; 2. Psychosomatic illnesses such as asthma 
or ‘colitis; 3. Organic syndromes—brain-injured 
children; 4. Childhood schizophrenia; 5. Develop- 
mental lags, especially reading disabilities; 6. Psy- 
chopathic personality or “psychogenic acathexis”. 
Diagnosis is of course never an end in itself and 
is of value only as it provides directives for therapy. 
Common to all treatment aproaches is the pri- 
mary need for a meaningful relationship with the 
child; beyond this the plan of treatment must de- 
pend on the nature of the psychopathology pre- 
sented. 

Neurotic reactions stem from difficulties in the 
child’s life experience and inadequate opportun- 
ities for identification with positive parents; the 
neurotic children form our largest group. Problems 
in therapy with this group were referred to in our 
discussion of Wilma earlier in this paper. 

Organic Syndromes: The brain injured child 
(prenatal factors, brain injuries, post-encephalitic 
or traumatic states) characteristically presents a 
picture of poor patterning of motor impulses, 
hyperkinesis, a tendency to distractability with a 
response to each environmental stimulus. It is as 
though there was no distinction between fore- 
ground and background in the child’s perceptual 
experience and he reacts to many stimuli that the 
normal child ignores. Along with this there is 
usually regression, marked anxiety and fear of 
failure. We have learned that to teach these chil- 
dren they must, as far as possible, receive individ- 
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ual attention and at times infantilization, and they 
must be afforded opportunities to work in a situa- 
tion with external stimuli reduced to a minimum. 
David, a nine-year-old boy admitted to our Ward 
immediately following a severe encephalitis, pre- 
sented a typical organic picture. He was aggressive, 
destructive, very poorly patterned, perseverative, 
markedly anxious and seemed essentially a bundle 
of uncontrolled impulses. Occupational therapy 
has proved meaningful and helpful to him. 

Miss Bee: During his first shop period David 
appeared confused, jerky in his movements, un- 
predictable in behavior, and grossly destructive. 
He tended to cling to the worker, appearing 
markedly regressed. His impulsive behavior, along 
with his inability to fixate his attention, made 
constructive activity in a noisy work-shop almost 
impossible at first. However, if a worker took 
David alone to a corner of the room and worked 
with him sitting on her lap with his back to the 
group, thus limiting stimuli, he relaxed under a 
craft treatment characterized by its repetitive 
nature. His tendency to perseverate was used ul- 
timately in such crafts as bead stringing, leather 
lacing, weaving, basketry, and pounding a metal 
ashtray. Nail pounding was done in a definite 
rhythm, the rhythm being carried over from day 
to day. Despite his perserveration evidence of 
spontaneity gradually appeared in David’s work 
as he invented new color patterns for his bead 
stringing and weaving. 

Gradually David was brought into situations 
requiring greater concentration and social con- 
tact. Another child was first added to his corner 
table; from there he was placed at a corner of the 
large work table. During this period of gradual 
training toward group work there were numerous 
setbacks during which he was extremely hyper- 
active, destroying or throwing all articles within 
reach. When this happened he was picked up 
and placed by himself at the corner table and the 
same training toward group activity was repeated. 
During periods of anxiety or depression he was 
taken on to the therapist's lap and infantilized. 
Food played an important part in his therapy, 
and he consumed large quantities of popcorn, at 
times being fed by the worker. Food symbolized 
security for David and as his anxiety diminished 
so did the level of his oral needs. 

Gradually over seven months projects involving 
varied and more complicated procedures were 
added, and these were used along with more 
primitive rhythmic activities. In the shop we were 
able to note a progressive decrease in distract- 
ability and impulsivity with general improvement 
in both his motor and social patterning. In many 
ways David's therapy in the shop was typical of 
that prescribed for many brain-injured children, 
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taking into account the motor difficulties as well 
as the reactive anxiety and need for relearning in 
both motor and social areas. 

Psychosomatic Problems: Dr. Rabinovitch: As 
our awareness of the psychological implications in 
many illnesses grows, psychosomatic problems are 
being referred with increasingly greater fre- 
quency to children’s psychiatric services for treat- 
ment. These cases tend to respond well to milieu 
therapy. The problem is frequently one of ag- 
gression-inhibition or denial of the opportunity to 
express negative feelings. If in the benign atmos- 
phere of a child’s ward the free expression of 
aggression and of feelings is stimulated, these 
children often undergo a marked personality 
change. As anxiety ceases to be internalized 
diminution or cessation of somatic disturbance 
tends to ensue. Tom, an eight-year-old boy with 
severe asthma, which had required frequent and 
lengthy hospitalization over the past four years, 
comes to us from a home in which aggression is 
totally inhibited; in addition his relationship with 
his mother is ungratifying and he is threatened 
in his fantasy with her desertion. Arriving frighten- 
ed, retiring, and inordinantly anxious, and with 
numerous food restrictions because of allergies, 
gradually on the ward Tom becomes aggressive, 
destructive, and free in his expression of hostility 
toward personnel. Along with this change in re- 
actiom pattern there is a marked diminution in 
number and severity of asthma attacks and no 
further need for dietary restrictions. The course 
of his personality and behavior changes in his 
occupational therapy experience is representative 
of his progress in the total treatment situation. 

Miss Bee: Whereas in so many cases the occupa- 
tional therapist’s job is to direct expression of 
aggression along constructive lines, in this patheti- 
cally inhibited child it was quite the reverse. In 

_his initial contact with us Tom was fearful, silent, 

completely obedient, and appeared overwhelmed 
by authority. In his work he was at first totally 
dependent upon the therapist for instruction, dis- 
playing little imagination or creative interest, al- 
though imaginative work was encouraged. He 
chose to work in small-scale, detail media at first, 
completely rejecting woodwork. Beneath his super- 
ficial aloofness we had the feeling that there was 
a real need for warmth in his relationship with 
us, and we made real efforts to reach him. 

Early in his hospital stay all food restrictions 
were removed and during his treatment period 
the occupational therapist provided large quanti- 
ties of gum, candy, potato chips, and popcorn. 
These treats were presented to him directly with 
the suggestion that he share them with others. At 
no time was he limited in the amount he ate and 
he devoured enormous quantities after his initial 


fear of food as a precipitant of asthma attacks was 
overcome. Meanwhile in his contact with his 
psychiatrist and with the nurses and teachers on 
the ward he was becoming more and more ag- 
gressive, and as he learned that feelings could be 
expressed directly his behavior in the shop showed 
a marked change. He began to use aggressive 
language toward us, full of insults and verbal 
abuse. In his craft work our plan towards pro- 
gressively increasing energy-releasing and gross- 
movement activities began to show results. 

At first woodwork was completely rejected, 
then if parts of a project were sawed for him he 
would hammer them together; ultimately he pro- 
duced huge boats and cars of fantastic shape and 
design, each project displaying a wealth of im- 
agination. He insisted on his own work methods 
and would accept little help, flaunting his inde- 
pendence. By this time there were no further 
asthma attacks on the ward or in the shop; Tom 
had ceased to internalize his feelings. In our dis- 
cussions with the psychiatrist it was pointed out 
that throughout our contact with him he behaved 
toward us as he would have liked to behave toward 
his mother. Our acceptance of his negative ex- 
pressions provided him with the strength to re- 
lease his inner feelings and so to free himself of 
the anxiety that led to his somatic attacks. While 
Tom’s ultimate overt displays of aggression were 
sometimes difficult to take the fact that he was 
responding so well in therapy was more than 
adequate compensation. 

Childhood Schizophrenia: Dr. Rabinovitch: The 
schizophrenic child presents a major research chal- 
lenge and we still have much to learn in this area. 
The classic work of Lauretta Bender in childhood 
schizophrenia has taught us that the core of psy- 
chopathology is the child’s dysidentity or his in- 
ability to establish well defined ego boundaries. It 
is as though he cannot differentiate himself from 
the world about him, and the forms and relation- 
ships in his world are unclear and amorphous. This 
same lack of clarity pervades his interpersonal 
relationships and he appears remote and unrelated. 
His inner feeling of uncertainty leads to marked 
discomfort and anxiety; there is probably no ill- 
ness in which anxiety is more intense than in 
childhood schizophrenia. The problem in therapy 
is to help the child establish clear cut identities, 
develop ego boundaries, and in so doing enable 
him to feel more comfortable, lose anxiety and 
establish closer and more meaningful relation- 
ships. 

John, a 6-year-old boy presenting a typical 
picture of severe childhood schizophrenia, has 
spent many months on our service. On admission 
he was totally autistic or withdrawn, making al- 
most no contact with the environment. He spoke 
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only very occasionally although he had adequate 
language capacity. During his first few months 
on the ward he experienced episodes of panic in 
which he would scream with terror; there was no 
known environmental precipitant for these attacks 
and they appeared to stem from endogenous or 
inner sensations of disintegration. Understanding 
of this psychopathology and empathy with the 
child’s problems dictated the approach, in therapy. 
This is exemplified in Miss Bee’s work with John; 
his experience in occupational therapy has been 
very meaningful for him as an integrated part of 
his total therapy. 

Miss Bee: On his first visit to the shop John ap- 
peared completely withdrawn. His speech was 
extremely sparse, singsong in quality, and inco- 
herent in content. He made no response at all 
when spoken to and seemed lost in his own 
fantasies. He did seem to enjoy being picked up 
and cuddled and responded to this contact with 
a smile that was very heart-warming to the thera- 
pist. Early in our contact with him we realized how 
disturbed he was by any change of routine and 
he required constant reassurance regarding the 
simplest identities. At times he would stare at 
the table and scream; we learned that his anxiety 
would diminish if we explained simply to him: 
“This is a table, John. It is made of wood. Touch 
it and you can feel the wood.” This procedure was 
carried out in numerous situations with such re- 
assurances as: “This tool is made of metal”; “that 
is a window, and you can see through it”; or “you 
are Johnny, a little boy, and I am Miss Bee, a 
woman.” Gradually John began to use more 
language and would identify objects by name and 
seem to derive satisfaction from this. 

In terms of craft we learned that John was in- 
terested in birds. He was given paper birds of vari- 
ous colors with separated wings and feet. His 
task was to paste the parts of the birds together 
in their appropriate positions. He enjoyed this task 
and it was repeated for many days. Often he would 
work only if the worker held him on her lap. 
Gradually he began to cut out the parts of the 
birds himself and to name the birds according to 
the colors used, canary, bluebird, or cardinal. The 
cutting and pasting technique was then transferred 
very gradually, to more difficult projects, such as 
the making of paper chains. 

In view of his autism a vigorous program was 
developed to keep him stimulated by color. 
Painting became his dominant activity, the colors 
and paper being changed frequently. Like our 
other schizophrenic children of this age 
John seemed unable to differentiate the paper 
from the table and himself from the paper at 
times. He would smear well beyond the border 
of the paper over the table continuing the stroke 
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over his hand and arm. His paintings at first 
took no form but were merely a smear of color 
occasionally with letters of the alphabet printed 
backwards. In an attempt to help him appreciate 
boundaries, forms were drawn on the paper for 
him, and instructions were given such as: “This 
is a ball. Now paint the ball red and don't go 
outside the lines.” The same form was used daily 
for about a week; each success was received with 
lavish praise to which John responded. Gradually 
he developed some feeling for a restricted area 
and more complicated objects were presented. He 
now selects his own colors, chooses some of his 
own subjects, and draws houses spontaneously in 
his own very subjective way. 

Throughout John’s treatment an extreme con- 
sistency has been used, demands have been pre- 
sented clearly, repetitions have been frequent, and 
achievements have been met with praise. When- 
ever anxiety has been intense and during temper 
outbursts he has been held in the therapist's arms; 
during such periods we have rocked him and sung 
to him. Today John remains a severely schizo- 
phrenic boy, but I feel that we have made some 
inroads into his autistic patterning and that we 
can observe the emergence of a meaningful re- 
lationship. 


Psychopathic Personality; or “Psychogenic Aca- 
thexis”: Dr. Rabinovitch: 


One of the most significant research advances 
in psychiatry in recent years has been the estab- 
lishment of new insight into psychopathic per- 
sonality in children. In the past there has been a 
tendency to apply the diagnosis to far too many 
children and at times the term has been used as a 
synonym for the delinquent child. When so used 
‘psychopathic personality’ has really no meaning 
at all. Through the work of David Levy, Lawson 
Lowrey, Lauretta Bender, and Rene Spitz, many 
of us have come to limit this term to a specific 
syndrome, the psychogenesis of which is now 
known. We have come to equate lack of mother- 
ing in the infancy years with a later personality de- 
velopment characterized by lack of feeling tone, 
inability to experience depth of emotion, failure to 
establish social identifications, and a general paucity 
of inner life. Because there is no emotional tone 
to relationships and no meaningful inner respon- 
siveness the term “acathexis” is used. The condi- 
tion is in most cases psychogenetically determined, 
and is due to the absence of a mother relationship 
and physiological stimulation in the first years. 
While the condition is virtually untreatable it is 
of the greatest social importance to recognize that 
it is preventable; prevention consists in the early 
placement of neglected or abandoned infants out- 
side of institutions, in foster homes where they may 
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have the mothering experience that alone will al- 
low for later sharing in human, constructive en- 
deavors. 

There are of course many delinquent children, 
in fact the large majority, who have much conflict 
and whose delinquency is neurotically determined; 
delinquent acts here represent the need for counter- 
aggression, stemming from earlier aggressive 
handling of the child. It is very important that we 
distinguish between the psychopathic and the 
neurotic delinquent in our treatment efforts. We 
can illustrate this through two brief case descrip- 
tions. Both Cliff and Ed were admitted to our 
service because of truancy, stealing, and general 
anti-social behavior in the community. Both were 
pre-adolescent and made the same initial poor 
adjustment to the ward. Early in treatment both 
proved uncooperative, destructive, unresponsive 
to relationship opportunities and very poorly 
adapted to our social program. Viewed on a be- 
havior level there was little difference between 
them. However in direct psychotherapy Cliff re- 
vealed an almost total absence of inner life, no 
motivation, no demonstrable anxiety, and no 
meaningful identifications. Ed, on the other hand, 
revealed, beneath his defiant exterior, a rich fan- 
tasy life, many disturbing dreams and preoccupa- 
tions, normal goals and aspirations, and he was 
able to enter ultimately into a warm relationship 
with the psychiatrist. Cliff had spent his first two 
years in a hospital crib with no sustained relation- 
ship with a mother or substitute mother and the 
damage done to his personality growth through the 
experience had led to his psychopathic develop- 
ment. Ed, on the other hand, came from a 
troubled home but had had a fairly satisfactory 
early mothering experience. Cliff's delinquency 
stemmed from his lack of social awareness or 
superego development. Ed’s delinquency, on the 
other hand, was neurotically determined and 
stemmed from the fact that he had a strong need 
to act out against a father whom he viewed as 
intensely punitive both to him and his mother. 
The contrast between the basic problems of these 
two boys is well illustrated in their response in 
occupational therapy. 

Miss Bee: Cliff and Ed worked in the same 
group in our shop over a period of several months 
and there was a striking difference in their progress 
and in the methods of handling that we ulti- 
mately found effective. At first both boys were 
beligerent, uncooperative, and especially detant 
about taking instructions or orders from women 
workers. Very soon, however, Ed became interested 
in constructive projects and showed a good deal 
of creativeness. He worked on large scale air- 
planes and became absorbed in his work. Through 
this work he became dependent on the therapist 
for help and gradually came to express warmth 


and satisfaction in the relationship. There was 
carry-over in his interests from day to day and a 
progressively increasing capacity to share tools and 
equipment and to integrate into the social group 
in the shop. He was irritable and not always pre- 
dictable but his positive movement in therapy was 
clear. 

The flexibility and warmth apparent in Ed’s 
personality were not found in Cliff. There seemed 
to be no anxiety and no warmth that one might 
use to foster a relationship. He was bland, showed 
no carry-over of interest, his patterning was primi- 
tive and disorganized and, most significant, he 
showed no motivation or direction in his work or 
play. He did not seem to feel the meaning of shar- 
ing or group work and organized the other children 
for his own purposes or for destructive play. Un- 
like Ed, Cliff could not be stimulated to work 
creatively or independently; he was manageable 
only when definite limits were set for him, when 
tasks were specifically outlined and deviation from 
routine was not tolerated. We were obliged to 
impose restrictions frequently and to exclude Cliff 
from the shop at times. Ultimately Cliff responded 
to these “conditioning” methods with some im- 
provement in social patterning but his improve- 
ment stemmed much less from his inner feelings 
than from his simply copying or mirroring the ac- 
cepted behavior of others. While with Ed we were 
able to utilize his capacity to identify with the 
therapist and the group, the only possible approach 
with Cliff was a routinizing one. 


Concluding Remarks: Dr. Rabinovitch: 


In this symposium we have tried to present a 
picture of an active occupational and recreational 
therapy program for disturbed children in a resi- 
dential setting. We have stressed the role of oc- 
cupational therapy in the total treatment plan; the 
specific functions however of any therapeutic disci- 
pline in such a service must be seen in its relation- 
ship to the other treatment resources. These have 
been only alluded to in this paper but we hope 
that the importance of integration of all services 
has been made clear. 

As we work with children we are led to an 
appreciation of the great constructive potential of 
the child. Many writers, among them Lauretta 
Bender and Frederick Allen, have in recent years 
stressed these constructive potentials and have, with 
justification, taken exception to a tendency in psy- 
chiatric theorizing to overstress the negative aspects 
of personality and growth. Disturbance in children 
stems usually from frustrations in the growth 
process, in relationships, or in opportunities for 
gratifying experiences. The aim in therapy must 
be to release and channelize constructive energies 
and to enable the child, through relationship and 
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PROBLEMS OF THE CHRONICALLY ILL 


T. J. HARDGROVE, M. D. 
V.A. Hospital, American Lake, Wash. 


Since the dawn of history, man’s increasing 
span of life has kept pace with the march of civil- 
ization. While we do not have the most accurate 
methods of proving it, those available do indicate 
that the average length of life for pre-historic 
man was about 18 years. This has been arrived 
at by the study of fossil remains and anthropo- 
logical research. In all probability the early gains 
in longevity were small. Certainly his environ- 
ment was a factor and as he began to achieve 
success in the control of his environment, his 
span of life increased. By archiological study we 
have been able to follow his success, slow as it 
was, in overcoming those factors that prevented 
a long life. With the advent of medical skills in 
the Greek era and with advances in living condi- 
tions, there was an advance in longevity. Studies 
of mummies of early Egyptian days indicate a life 
expectancy of 22 years at birth. At the beginning 
of the Christian era this had increased to 35 
years. It appears that this approximate figure re- 
mained about the same for some centuries after 
the beginning of the Chirstian era. From 1800 
on there was a noticeable rise in the standard of 
living which was reflected in a longer average life 
of 41 years.as reported in a survey covering 1838 - 
1854 in England. In the United States by 1900, 
this had risen to 49 years, due to the most part 
by rather rapid advances in medicine and sanitation 
knowledge. The statistical Bulletin of the Metro- 
politan Life Insurance Company reports an ave- 
rage age of 65.8 years in 1945, having increased 
16 years in less than five decades. As we look 
forward to newer concepts of medical treatment, 
hygiene and sanitation, and as newer drugs and 
methods are found, one can safely say that the 
life expectancy of a babe in the United States 
might be 70 years or more in the near future. 

In 1900 only 4.1 percent of the population 
was 65 years or older. By 1940, this proportion 
had increased to 6.8 per cent. By 1960, it is 
estimated that 9 per cent will be in this bracket, 
and by the end of the century more than 13 per 
cent. In 1900 there were about 3,000,000 people 
in the United States at ages 65 or older, by 1940, 
this had increased to nearly 9,000,000. By 1960, 
it is estimated their total will be 14,000,000, and 
by the end of the century 21,000,000. 

In short, we have in the United States by dint 
of hard work in control and elimination of acute 
disorders of early life, given the average person 
a chance of living to a ripe old age. 


AJOT V, 1, 1951 


Again, turning to insurance company statistics, 
we are relieved to find that many acute diseases 
and conditions have fallen off as causes. of death. 
The principal communicable diseases of child- 
hood, measles, scarlet fever and whooping cough 
have been markedly reduced. Diptheria, tha dread- 
ed killer of former years showed a death rate of 0.6 
per 100,000. Observe the reduction in death rates 
of pneumonia, tuberculosis and appendicitis. Two 
decades ago the death rate of tuberculosis was 
100 to 100,000. Ten years ago 50 to 100,00 — 
now it is below 35 per 100,000. Only one of the 
ten leading causes of death is now concentrated 
in early life. 

This sounds like an ideal situation when viewed 
by itself, but at the same time it is ironical. We 
live longer, but we do not grow stronger. For 
instance, in New York City in 1868 the death 
rate from all causes was 29.25 per thousand of 
the population, and in 1931 this figure had 
fallen to 10.92 per thousand. But chronic diseases 
which formerly caused only one fifteenth of all 
recorded deaths now account for about 80 per 
cent of the total mortality. The hospitalization 
of the chronically ill has grown with the above, 
so that now more than 5O per cent of the hospital 
beds. in the United States at any one time are 
occupied by people suffering from chronic physical 
and mental disorders. Each year chronic diseases 
catise about one million deaths. At least one 
billion days of productive work are lost through 
chronic disease each year. The increasing promin- 
ence of diseases characteristic of middle and later 
life, makes necessary a re-orientation of our view- 
points to meet the changing needs of the com- 
munity. 

Chronic illness is one that may be expected to 
require an extended period of medical supervision 
and care in a hospital or institution with nursing. 
From the word chronic, we see that time is the 
determining factor that places a disease in this 
category. There are some misconceptions regard- 
ing chronic disease which merit discussion. The 
term .“disease” is itself misleading, and when used 
does not necessarily. mean illness. Many 25-year 
old people have arteriosclerosis to some degree, 
but the majority show no signs of this iliness. 
In later years many members of this group may 
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be expected to develop impairment of efficiency 
of the heart, brain or legs due to damage to the 
circulation. We have mentioned that the condition 
is not confined to the aged. 16 per cent of chronic 
patients are below 25, about one-half below 45. 
Many people feel the condition is uncontrollable 
and therefore incurable. Many conditions such 
as diabetes, pernicious anemia, pellagra, scurvy, 
syphilis, hookworm, rickets are chronic in nature 
but are largely controlled. Among those partially 
controlled are pulmonary tuberculosis, rheumatic 
fever, malaria, hay fever, asthma, certain psychoses 
and neuroses and epilepsy. Of uncontrolled 
chronic diseases in the United States, arterioscler- 
osis, hypertension, rheumatoid arthritis and ma- 
lignant tumors are probably the most common. 
The point is that even with the uncontrolled 
something can be done to make life more livable 
to even that unfortunate person. The most im- 
portant chronic diseases are heart disease, arterio- 
sclerosis, hypertention, nervous and mental dis- 
eases, tuberculosis, arthritis, kidney disease, 
diabetes and asthma. About 1/6 of our population 
are effected by one of the diseases mentioned. 

Just a word or two regarding factors that con- 
tribute to the problem. There has been a shift 
from rural and large family homes to urban 
communities with small apartments unsuitable 
for invalid care. There has been a steady decrease 
in our resources for caring for the helpless mem- 
bers of our families because the proportionate 
number of persons in the productive age group 
to the older group is declining. There is greater 
employment of women outside the home. Former- 
ly the daughter, sister, niece or wife was in the 
home and provided needed nursing care. She 
now goes out to work for economic or sociologic 
reasons and the subsequent demand for institution- 
al facilities for the chronic has increased. 


Until very recently patients with long term 
illnesses were treated with indifference, cast aside 
and neglected. Not only was this attitude found 
with hospitals and physicians but carried through 
our public health and welfare activities and shown 
in the public at.itude. There has been a change. 
Maybe we don’t know exactly what to do about 
it but we are facing the fact that he is our real 
and lawful responsibility. 


From one-half to two-thirds of all patients 
needing long term care can and prefer to remain 
in their own homes. The remainder do not have 
homes or families to care for them and home 
care is not available. 

The ability of the family to care for the patient 
decreases as his age increases. Though chronic 
illness tends to strike men and women equally, 
women outnumber men in the higher age groups. 
The chances for caring for the woman patient 


10 


in the home are less than for men. It is morc 
likely for the wife to care for the husband than 
the reverse. The patient is likely to be cared for 
in the home during the early stages of illness, but 
as the condition grows worse and nursing care 
is needed, he is moved out. 

Acute medical cases may need to be hospital- 
ized for only a few days, but each chronic patient 
must be taken care of for months or years. This, 
of course, raises the cost of care to prohibitive 
heights. The chronically ill patient can seldom 
pay for his hospital care. One can hardly blame the 
voluntary or privately supported hospital, when 
they find that the admission of this type of case 
compels them to exclude five or six acutely ill 
patients, from limiting their services to the acute 
or short term. This places the chronic invalid in 
a most undesirable and hopeless position. He can 
patiently endure his misery without making any 
serious effort to obtain relief; he can accept 
treatment in a crowded and overworked free 
dispensary; or he can seek admission to a hospital 
or institution which is willing to accept him or 
is forced to do so by nature of its public character. 

Now that we have explored the magnitude of 
the problem (and who among us is there who 
does not agree that it is a major problem) — 
what can be done? 


First, as with many other medical problems, the 
answer to some of our questions can be solved 
by research. Already there are research projects 
in kidney disease, arteriosclerosis, chronic liver 
disease and malaria. This is not new. In 1884 
Montefiore Hospital in New York City became 
the first hospital to devote itself exclusively to 
the care and research of this problem. Since that 
time many other hospitals have been developed 
for the care of prolonged diseases. 


’ The National Institutes of Health, the research 
arm of the Public Health Service conducts re- 
search in nearly all fields of medical science. Its 
research centers at Bethesda, Maryland, furnish 
clinical facilities for the study of methods for 
conquering chronic diseases in the United States. 
At this center are facilities for The National 
Cancer Institute, National Heart Institute, Experi- 
mental Biology and Medicine Institute (for 
metabolic diseases), Institute for Tropical and 
Infectious Diseases and the National Institute for 
Mental Health. The primary purpose is for re- 
search as well as treatment. 

Special emphasis is placed on auxiliary services 
such as medical and psychiatric social work, 
public health nursing, physical medicine rehabili- 
tation, diversional and recreational therapy and 
religious ministry for all faiths. The capacity is 
500 beds. The occupational therapy division of 
the departmen: of physical medicine occupies 
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one wing floor, about 5300 square feet. One room 
in each nursing unit is set aside in the central 
stem for group work by the visiting occupational 
therapist. The value of the center lies in the 
integration of fundamental research with ad- 
vanced methods of treatment and diagnosis, this 
resulting in a high quality of patient care. Here in 
lies our hopes that the constant intimate collabora- 
tion among specialists in many branches of 
medicine and surgery will result in knowledge 
needed for greater insight into the treatment and 
prevention of chronic illnesses. 

The matter of prevention of chronic illness 
is worthy of our attention just as in the case of 
acute medical conditions. Prevention is two-fold. 
We are concerned with controlling the agents of 
disease and increasing the resistance of the host— 
that is the patient, so that the development of 
chronic illness may be avoided. If syphilis can be 
decreased in incidence and treated efficiently in 
its earliest stages the devastating disease of the 
heart and nervous system will disappear. If he- 
malytic streptococcus infections can be prevented 
in persons susceptible to rheumatic fever, rheu- 
matic heart disease can be wiped out. These are 
examples of what can be accomplished by pre- 
ventive medicine. Secondly, much can be done in 
the care of individuals already suffering from 
chronic illness. But the best results depend on 
accurate and early diagnosis. Periodic physical 
examinations are most important in early 
diagnosis. 

Facilities for the care of the chronically ill 
have been too often situated off the beaten path, 
on the outskirts of the cities. Good medical advice 
is difficult to obtain and needed laboratories inade- 
quate. The care of the chronically ill cannot and 
should not be separated from the general hospital. 
Perhaps as Dr. M. Fishbein has suggested, the 
facilities for care of the chronically ill have been 
planned for the indigent instead of for the com- 
munity as a whole. We make a fatal mistake unless 
we make our objective the ultimate return of the 
patient to useful life in the community. This 
means work, tedious work on the part of the 
profession and our awareness of the need and 
insistence on the part of the public. 

Special hospitals have been built and if they 
can be so erected and staffed that the same high 
quality of medical care can be given as in the 
so-called general hospital, that is fine. They should 
be staffed by competent, mature resident physicians 
and visiting physicians. The latter should consist 
of specialists in their respective fields. Informal 
affiliation with a general hospital is desirable. An 
adequate number of efficient personnel properly 
organized and supervised is as important as in 
general hospitals. St. Barnabas Hospital for chronic 
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diseases in New York City is a splendid example. 
There a ratio of 0.93 employees to patient exists. 
A social worker for every 200-300 patients, a 
dietitian for every 175. There should be a good 
medical record library and complete laboratory 
and above all, adequate facilities for physical 
therapy, occupational therapy, recreation and re- 
habilitation. 

Usual estimates for the number of beds in a 
community for chronic illnesses needing nursing 
care should be about 3 to 1,000 population. 

It is a fact that patients with long term illnesses 
are more concerned with their environment than 
those with illnesses of short duration. A patient 
in a hospital or wing for chronic illnesses should 
have a reasonable degree of privacy amd the 
benefit of individual care by nursing and social 
service groups. To repeat, the chronic pavilion 
should be part of a general hospital set-up. The 
integration of facilities both diagnostic and thera- 
peutic of acute and chronic services will prevent 
secondary care of the long term patient. Better 
yet, if there is medical school affiliation and a 
research unit high quality medical workers will 
be attracted. The medical student and student 
nurse should be given more opportunity for the 
study of the problem instead of the subject being 
elective. Won't both physician, nurse and other 
auxiliary service people spend most of their pro- 
fessional lives caring for the chronic patient? 
Then shouldn’t their training coincide with the 
demands put upon them? 

It is assumed that society has the same respon- 
sibility for the chronically ill as for the acutely 
ill. In a strictly scientific spirit we should try to 
find out how social and economic factors con- 
tribute to chronic disease. We should learn if 
the crippling effects of chronic disease can be 
lessened by reasonable improvement of living and 
working conditions. 

Then there is the question ef attitude on the 
part of us all. Too often, the scientific mind 
feels frustrated over the poor results shown and 
craves a good percentage of cure. There should 
be a revival of the spirit of the early religious 
hospital together with the adoption of scientific 
principles of treatment. It is not easy nor pleas- 
ant to work in the darkness of the so-called back 
wards of our hospitals. Surely, it is more interest: 
ing and pleasant to be up in front where results 
are spectacular. But we must remember that the 
long term illness is still a patient, an individual 
concerned with his illness and if resigned to his 
fate, are we not to blame for his attitude? To 
quote Dr. E. M. Bluestone, Director of Montefiore 
Hospital, New York City, “Some day we shall 
learn that the true medical center seeks to learn 

(Continued on page 34) 
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A NEW MEDICAL LOOK AT OLD AGE” 


ROBERT T. MONROE, M. D. 


Medical Clinic of the Peter Bent Brigham Hospital and 
Department of Medicine, Harvard Medical School, Boston. 


The observations which follow are based on 
ten years’ experience in a geriatic clinic and 
upon a recently completed survey of 7,941 in- 
dividuals over 61 years of age who were studied 
on the medical service of the Peter Bent Brigham 
Hospital over a period of 30 years from its 
opening in March 1913 to March 1943. My 
argument has six points. 1) There are more 
and more old people in our midst. 2) They 
are in better health than they used to be. 3) 
They live a long time. 4) Their numerous 
chronic diseases are not particularly progressive. 
5) Most instances of deterioration in age come 
from mental, physical, nutritional, social and 
economic unfitness. 6) The special character- 
istics of old people, notably a conviction of in- 
dividual worth and an awareness of social values, 
must be considered. My conclusion is that we 
must cease to do no more than give a minimal 
amount of care to the approximately one third 
of all old people who have suffered fractures of 
body, mind or pocketbook. Such fractures are as 
hard to mend as Humpty Dumpty. They are dis- 
astrous to old people, and costly to us. We will 
do better to devise the mechanisms whereby the 
other two thirds of all old people can avoid these 
fractures and live their great span of years as 
independent and contributing members of our 
society. 

It is common knowledge that old people are 
increasing, relatively and in total numbers, 
especially in the past fifty years. At the Peter 
Bent Brigham Hospital in 1913 one out of 
every 16 medical admissions was a patient over 
the age of 61; in 1943, they had increased by more 
than 300 percent to one in every 5. 

The increased -life expectancy for people over 
60, 65, and even 70 has been pointed out by Dr. 
Louis Dublin of the Metropolitan Life Insurance 
Company and by Mr. Ewan Clague .of the U. S. 
Bureau of Labor Statistics. My Brigham Hospital 
figures show that there has been a decrease in 
the proportions of men and women aged 61 to 65 
years, among all patients over the age of 61, 
from 45.6 percent in 1913-1918 to 40.0 percent 
in 1938-1943. This means that older age groups 
gained. The gain was not in the group between 
66 and 70 years of age; their proportion was un- 
changed. But patients aged 71 to 75 years gained 
from 15.1 percent of the 61 plus group in 1913- 
1918 to 18.1 percent in 1938-1943. Patients 
aged 76 to 80 years gained from 6.7 percent of 
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the 61 plus group in 1913-1918, to 8.3 percent 
in 1938-1943; and patients aged 81 to 85 years 
gained from 1.6 percent to 3.3 percent in the 
same thirty year period. There seems to be no 
doubt that people are living further and further 
into old age. 

It is a little more difficult to illustrate by figures 
that old people are healthier than they used to 
be. Perhaps the hospital mortality rate may be - 
used. In the decade, 1913-1923, 32 percent of 
the men over 61 and 22.8 percent of the women 
over 61 on the medical service of the Brigham 
Hospital died. In the last decade of my review, 
1933-1943, 25.7 percent of the men and 18.5 
percent of the women died. This is a reduction 
of approximately 20 percent in thirty years. 
Surgical techniques and methods of care have 
so improved that operative risks are scarcely greater 
for old patients than they are for any others. 
What extra risks there are, are caused not by 
years but by complicating diseases. Old people 
can resort to surgery with confidence that they 
will come out alive and in better health. The 
new antibiotic and chemotherapeutic agents have 
saved many lives. For example, the death rate 
from pneumonia in my series of old people be- 
fore sulfanilamide was 57 percent; after that it 
came down to 10 percent in uncomplicated 
cases; and it would, of course, be even lower now, 
with penicillin, aureomycin and chloromycetin. 
Then, too, periods of illness are very much short- 
er, both at home and in hospitals. There is less 
confinement to bed, less prolonged debility, better 
nutrition and more complete convalescence. 
Twenty years ago, illnesses robbed many old 
people of their drive, their savings and their jobs. 
Today all that is changed for the better. Old 
people are heartier and healthier as well as older 
and older. 

Old age is the time of life when chronic dis- 
ease is most common. Persistent diseases acquired 
earlier in life are added to by deficits and dis- 
abilities of many sorts. No one escapes all of 
them. But we have erred in assuming that “per- 
sistent” and “chronic” mean progressive. As a 
matter of fact, few diseases get worse from year 
to year. Troubles arise from combinations of dis- 
eases and still more from inadequately- cared for 
situations. Our best research in chronic disease 


*Given at Life Insurance Companies Seminar, “The 
Next Decade”. John Hancock Hall. Boston Mass., April, 
1950. : 
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will come from work that takes the whole in- 
dividual into account. This is a very important 
point. It can be illustrated by citing several ex- 
amples. 

Arthritis is universal in old age. However, the 
rheumatoid, atrophic type is rare; it still more 
rarely begins after age 60; most of its destructive 
effects in joints have been completed by that 
time; and its further advance is more upon the 
patient as a person than upon his joint function. 
Hypertrophic arthritis, the wear and tear type, is 
found in everyone. The deformities which it pro- 
duces tend to get larger, but they are not associated 
with malaise and they do not interfere with 
vigorous living. The symptoms are related to 
over use or awkward use. They are usually moder- 
ate and rather easily dealt with. Treatment does 
not require much expense or time off duty. In 
general, then, it can be expected that old people 
with skeletal aches and pains can be made more 
comfortable and also more active. 

Peptic ulcer of the stomach or duodenum is 
found in about 8 percent of persons over 61 years 
of age, according to my Brigham Hospital statis- 
tics. Of the 507 cases which I reviewed, 58 percent 
had had their ulcers for over 10 years and about 
25 percent had had them for over 20 years. Fifty- 
five percent had never had any complications from 
their ulcers. The duodenal lesion, which is by far 
the most common, does not change in size or 
appearance even when it has been present for a 
long time. When complications, such as hemor- 
rhage, perforation, and obstruction have been 
survived, the ulcer looks as innocent as can be. 
Patients with peptic ulcer are no more subject 
to circulatory or other diseases than other old 
people are. When they have coronary or cerebral 
arteriosclerosis and have a hemorrhage from their 
ulcers, the outcome may be serious. This is an 
argument for radical treatment of ulcer hemor- 
rhag2 in old age, but it is more of an argument 
for medical advisors being aware of all the diseases 
in their patients and having them under control, 
so that emerg:ncies do not often happen or get 
out of hand. The hospital mortality in my series 
was 21 percent, but only 9 percent died wholly 
or in any part because of their p2ptic ulcers. 

Nephritis appears to have an incidence about 
one fourth that of heart disease in old age. The 
great majority of the cases seem to suffer no im- 
portant ill health due to renal insufficiency except 
at times of crisis caused by other diseases such as 
severe infections or heart failure. Few patients 
died primarily of renal failure. When recovery 
from the crisis took place, the kidneys usually 
resumed a satisfactory degree of function. 

Diabetes mellitus was found in 6.8 percent 
of the men and 13.2 percent of the women in 
my series. Diseases of the heart and arteries werc 
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scarcely more common among these cases than 
among old people without diabetes. In fact, 40 
percent of the men and 28 percent of the women 
with diabetes had no clinical arteriosclerosis. 
Acidosis was uncommon, and coma was very 
rare. The hospital mortality was 18.4 percent, 
or less than the hospital mortality for the whole 
group of 7941 patients over 61. Diabetes in old 
age, whether of recent or remote origin, appears 
to be a benign chronic disease for which elaborate 
diets and even insulin are often unne:essary. 

Hypertension has no respect for life insurance 
pronouncements. Daley ,and his co-workers, 
speaking in a February 1943 issue of the Journal 
of the American Medical Association (vol. 
121:383) for the Joint Committee of Life In- 
surance Medical Directors and the Actuarial 
Society of America, said that “levels of blood 
pressure above 140 systolic and 90 diastolic are 
definitely abnormal at any age, and that the 
actual exceeds the expected mortality in rapidly 
rising ratios for systolic or diastolic values above 
this level”. I take this to mean that individuals 
with high blood pressure die sooner than others 
and that high blood pressure should be a diminish- 
ing finding in old age. The facts do not bear this 
out. Master and his associates, only 2 months after 
Daley’s statement, (J.A.M.A. 121:1251) showed 
that, among nearly 15,000 persons over 40 years 
of age, blood pressures of 150-90 or more oc- 
curred in 41 percent of the men and 51 percent 
of the women over 40 years of age, in 5O percent 
of the men and 62 percent of the women over 
50 years of age, in 60 percent of the men and 
70 percent of the women over 60 years of age, 
and in 66 percent of the men and 74 percent 
of the women over 70 years of age. My figures, 
from 7941 hospitalized individuals over the age 
of 61 in a 30 year period, show, briefly, that at 
the age 61-65, 54 percent of men and 66 per- 
cent of women had systolic hypertension as de- 
fined by Dr. Daley. These ratios rose so that, 
in the group aged 71-75, 60 percent of the men 
and 70 percent of the women had hypertension; 
and, in the group aged 81-85, 61 percent of the 
men and 65 percent of the women had it. Diastolic 
hypertension was less common; it occurred in 
34.4 percent of the men and 39.2 percent of the 
women aged 61-65, and it decreased to 22.7 per- 
cent of the men and 30.5 percent of the women 
aged 81-85. 

Clearly, hypertension is found in the majority 
of old people. It is more common in old women 
than in old men, and it is to be recalled that 
women are more obese and live longer than 
men. Hypertension begins in women at the time 
of the menopause, in men a little later when 
retirement from business looms ahead. It is 
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perfectly compatible with a long life expectancy. 
It is questionable how much it produces in the 
way of symptoms. It is an indication of a somatic 
storm in a patient, for example, a current coronary 
artery occlusion or cerebral vascular accident or 
an acute infection. It discloses emotional turmoil, 
such as worry, crisis at home or office, fears of 
pain and dependency. The determination of the 
blood pressure is a useful means to reveal what 
is going on in the patient, but surely we have 
been rather stupid to take the reading as im- 
portant per se or as a sign of death expectancy. 

Heart disease, also, is found in the majority of 
people beyond 61 years of age. Among 1,177 
autopsies in the Brigham Hospital series, only 
28.5 percent of the men and 28.3 percent of 
the women had normal hearts. But, again, heart 
‘disease is a chronic disease that is compatible 
with a long life and an active one, barring acute 
episodes of failure or occlusion. Coronary artery 
occlusions are found in one fourth of those 
who live mere than 61 years, a little more often 
in women than‘in men. Once the occlusion is 
survived, the process in the heart does not appear 
to be particularly progressive. In my series there 
were 868 cases of coronary occlusions. Two 
thirds of them had their first occlusion at some 
time in middle life, and two thirds had their 
first or a fresh occlusion after the age of 61. 
Non-valvular heart disease (often called hyper- 
tensive heart disease but wrongly so, in my 
opinion) is found in the majority ef old people, 
but its hospital mortality was only 20 percent 
when the coronary occlusion cases were taken 
from it (whose hospital mortality was 50 per- 
cent). 

The brain of everyone over 60 years of age 
shows, at autopsy, hard arteries and glioses and 
plaques. Clinically detectable (perhaps therefore 
important) cerebral arteriosclerosis is, however, 
found in only 15 percent of old people. The 
incidence rises from 13 percent between the 
ages of 61-65 years to 23 percent over the age 
of 81. In my series only one fifth of them had 
gross paralysis, but three fifths of them had 
personal changes, showing psychosis. The disease 
is progressive, but it advances irregularly. There 
may be months or years between motor and 
mental episodes. 

Combinations of these persistant diseases might 
be supposed to speed up and intensify each one 
of them. Most clinicians will, however, agree 
with my experience that good care of every, one 
prevents a great deal of such quarreling. He 
whose duodenal ulcer, coronary artery sclerosis 
and cerebral arteriosclerosis are known and 
treated has few hemorrhages, occlusions and 
strokes. The progressive deterioration which has 
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popularly been ascribed to diseases and to years 
is due in every large degree to neglect of the 
rules of good living. 

Physical unfitness develops in most of us dur- 
ing the middle period of our lives. It is hard to 
get rid of it in old age, to resurrect good habits 
of exercise and play. When we have long been 
out of condition, we become short of breath on 
exertion, awkward enough to invite sprains and 
fractures, and dull from the lack of zest that 
goes with relaxing, coordinated use of our 
bodies. We become sensitive to the alarming 
manifestations of the carotid sinus plexus, such 
as vertigo, palpitation, syncope and paresthesias. 
But playful exercise is well tolerated by old 
people, even those with heart disease, though it 
must be limited during’ periods of heart failure. 
Exercise largely controls the high blood pressure 
that is due to worry and fear. It is an excellent 
treatment for arthritis, insomnia, diabetes. It is 
the way to minimize the effects of major or 
minor strokes. It is the way to regain confident 
facing of the future and all its problems. 

Mental unfitness is just as common in old age. 
Not many of us continue to enjoy the satisfactions 
of intellectual activity after we leave school, to 
think more than our jobs require of us, to develop 
hobbies, or to lay plans for a second career 
when we have to retire at 65. In my Brigham 
Hospital series, about one fourth of the patients 
showed mental deterioration due to diseases out- 
side of the central nervous system. They were 
the patients who were limited by heart disease, 
arthritis, frequent infections, and so on. Their 
deterioration was not neurotic or psychotic or 
arteriosclerotic. It was the normal result of 
confinement to bed or to a limited program, of 
absorption with pain, of denial of enough activity 
to make the days tolerable. Even old people 
who are not sick have many medical excuses for 
not performing normally. For old people are 
frightened people. They are afraid of troubles 
which will rob them of comfort and independence, 
fearful of mounting restrictions on useful ac- 
tivity, timid in a world made strange by the 
passing of their relatives and friends, uncertain 
hew to fend for themselves among strangers 
and new ways of living — but not as afraid of 
death as they used to be. It is extraordinary what 
can be done for all of them if they can be made 
to study and to work at hobbies. Their morale 
improves, and their diseases and disabilities are 
controlled at a better level. This is an exciting 
field of psychosomatic therapy. 

_ Nutritional unfitness descends almost auto- 
matically on all: old people who are idle or ill. 
Calcium flows out of bones during long con- 
finement to bed. Protein losses are considerable in 
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states of chrenic heart failure. Vitamin deficiencies 
are common. Appetite fades when there are un- 
interesting reasons for eating or no companions 
to eat with. Poor selection of food is not con- 
fined to poor people. Faulty habits of eating 
are as common among the well-to-do and the 
well educated. Here, again, much can be done 
to clear up what appears to be senile decay and 
wasting processes, but not all of the prescription 
can be filled in drug stores and markets. 

Economic unfitness is a cause of mental and 
physical deterioration in the majority of old 
people. Roughly, one third of the men and 
women over the age of 61 are independent by 
reason of work which they do, one third are 
independent on incomes from various sources 
(savings, annuities, pensions, insurance), and 
one third are dependent upon public or private 
charity. This is a serious situation. A closer view 
shows that it is growing worse. For employment 
of older workers is decreasing, despite their 
satisfactory performance in war time. In my 
Brigham Hospital statistics, 92.4 percent of the 
men 61-65 were at work in the decade, 1913- 
1923, as compared to 66.7 percent of those in the 
decade, 1933-1943. The employment of still older 
men had decreased more rapidly, due to many 
practices of labor and management and to legal 
restrictions. It scarcely needs pointing out that 
when a man loses a job, he loses more than in- 
come,—he loses prestige, a way of life, reasons 
for being active in mind and in body; he starts 
down hill toward mental, physical and nutritional 
decay. The second third of all old people, .those 
independent on pensions of all sorts, has in- 
creased in the last two decades. Forces are at work 
to speed this increase. Their situation is not 
good. The high cost of living has brought them 
to the brink of charity. To stave off this disaster 
they have resorted to many expedients which 
have narrowed their activities and diets. Every 
year, more of them knuckle under to accidents, 
disease and despair; and they join the last third, 
those who are dependent on tax-supported or 
private charity for existence. There is a real 
danger that they will become too great a burden 
on our society to support. These defeated human 
beings need particularly sensitive and intelligent 
handling. Their voting power can be a threat 
or an asset according to whether they are cast 
aside with a thoughtless custodial level of cate 
or whéther we work with them to foster their 
full functioning as human beings. 

I have stated my conclusions. Before I offer a 
program to meet the situtations which have 
been described, let me make a few remarks about 
old peoples’ characteristics. They are intensely 
individualistic. They are shy. They are bearish 
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about their personal future. But they have a 
rich store of treasure both in information, know- 
how and a pragmatic philosophy of what life 
does. They are more sensitive to social values 
than younger people. They contemplate problems 
from a more detached point of view. They are 
suspicious of attempts to do good to them, par- 
ticularly if governmental control of any degree 
is involved. They know self-help is best, but 
they need assistance. They want to live their own 
lives, but they crave social association. 

In the field of medicine, we need new resources 
for old people not so much in the way of more 
general hospitals and chronic hospitals as we need 
convalescent nursing homes and geriatric clinics. 
We need geriatricians who can size up the oldster 
factually. Their first therapeutic prescription is 
an estimate of the number of years which the 
oldster has yet to live. He always has some life 
expectancy, and it is almost always far more 
than he has guessed. This sentence to, say, 30 
years of life at 60 or 20 years of life at 70, in- 
duces the oldster to unpack his suitcase and 
settle down. It makes him willing to follow 
directions for the. care of his disabilities and to 
embark upon long-range goals and programs. 
The second service of the geriatrician is the de- 
tection and care of every disease in the oldster. 
His important duties, however, are to restore the 
best possible degrees of mental, physical and 
nutritional fitness, and to offer personal guidance. 
He will need to see the oldster often and for the 
rest of his life. Here is a new medical specialty, 
requiring knowledge of general medicine, psy- 
chology, education, recreation, economics, philoso- 
phy and faith in the democratic way of life. 

Experiments in housing for old people must 
be undertaken. We must improve conditions in 
almshouses and private homes for the aged, but 
they can never be regarded as situations for old 
people who are healthy in mind and body. It is 
useless to preach that families should.take care of 
their own, particularly when relatives have died. 
It cannot be expected that old people can create 
satisfactory homes for themselves out of the 
resources tthat are left to them, be they rich or 
poor. I have long advocated a new type of 
home. It is a building containing one room and 
two room apartments for several hundred people 
over the age of 60. In this building there would 
be stores where all the ordinary necessities of 
life could be purchased conveniently and at low 
cost. It would contain a dining room where 
meals by the week at cut-rates prices would in- 
duce tenants to eat optimal diets in good com- 
pany. It would: have a library, a music room, 
game rooms, rooms for hobbies such as carpentry, 

(Continued on page 34) 
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RELATIONSHIP OF THE OCCUPATIONAL THERAPY 
DEPARTMENT TO HOSPITAL INDUSTRIES 


EVELINA IVANY, O.T.R, 


Director of Occupational ‘Therapy 


DAVID ROTHSCHILD, M. D., 
Clinical Director 
Worcester State Hospital, Worcester, Mass. 


Occupational therapy is well established as a 
valuable method of treatment in mental hospitals. 
The role which it may play in the daily industrial 
activities of large psychiatric institutions is less 
well known. In such institutions, where relatively 
few patients can receive individual attention in 
occupational therapy treatment units, practically 
all industrial activities of the hospital can be 
utilized in a constructive manner, and can there- 
by contribute to rehabilitation of the patients. 

Using the concept that any form of work 
is therapeutic if properly applied, there is a vast 
field for occupational therapy in the hospital 
industries. In order that it may be intelligently 
utilized, the entire work program of the hospital 
must be organized around this idea. The assign- 
ment of patients cannot become a scramble by 
anybody and everybody on demand to get work 
done. There must be understanding of the 
patient's needs by employees of the various 
industries, understanding by the physician of what 
the industries can contribute to the psychiatric 
treatment plan for the patient, and co-operation 
from every hospital facility. Co-ordination of the 
entire program is logically accomplished by the 
occupational therapy department. 

In such a set-up, there are advantages as well 
as disadvantages. The main advantage is the fact 
that large numbers of patients can be occupied and 
cah be rehabilitated on the employment level 
in a relatively normal work environment within 
the hospital. Another very important advantage 
is that with so many tasks available the patient’s 
treatment can be continually progressive, grad- 
uating from simple to complex operations as his 
mental condition changes, or transferring from 
one job to another depending upon his reaction 
to it. The chief disadvantage is that the immediate 
patient-therapist relationship shifts in large part 
from the occupational therapist to the employees 
of the different industries, who may not be 
oriented to the idea of treatment. The occupation- 
al therapist should naturally play a leading role 
in fostering such an orientation and thus converting 
the hospital employee to an industrial therapist. In 
our experience at the Worcester State Hospital 
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the advantages outweight the disadvantages. The 
Worcester system was started many years ago 
by Dr. William A. Bryan, and it now includes 
well over a thousand patients. It is our purpose 
to outline this system* in the present paper. 


ORGANIZATION OF A PROGRAM 
OF INDUSTRIAL THERAPY 


The hospital which intends to develop an in- 
dustrial therapy program to the fullest must do 
sO upon an organized structure which establishes 
exactly what tasks are available, their psycho- 
logical effect upon the patient, and the role of 
each group in the treatment effort. 

The primary step in this organization is the 
classification of all the hospital industries as 
vital or semi-vital to the function of the hospital, 
and the establishment of a quota of patient work- 
ers for each industry sufficient to maintain efficient 
operation. These quotas are extremely important 
and should be kept filled at all times, otherwise 
pressure of work builds up, employee tempers 
get short, there is no time for training, and therapy 
is impaired. In this and most psychiatric hospitals, 
the vital and semi-vital industries are as follows: 


Vital Semi-vital 

Kitchens Greenhouse and garden 
Cafeterias Sewing and mending rooms 
Laundry Psychiatric and medical 
Farm ward service 
Engineering and mainten- Beauty parlor 

ance Offices 
Receiving and disburse- Operating room and dental 

ment centers suites 
Domestic Messenger service 
Porter Libraries 


Barber shop and bath Clothing supply rooms 
Within each of these industries there are 
several types of tasks which are graded from 
simple to complex, and which can supply almost 
any psychological or physical need a patient may 
present. For example, the cafeteria, which em- 
ployes both men and women patients, has the 
dish room, counters, bus service and clean-up 
room, each having a different effect upon the 
*In the succeeding pages we have freely used the ma- 
terial in Dr. William A. Bryan’s book ‘Administrative 


Psychiatry”, and we wish to express our thanks to W. W. 
Norton and Company, publishers, for permission to do so. 
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patient and requiring different degrees of ad- 
justment. Similarly, the clothing supply rooms 
have marking and listing of clothing, storage and 
care of clothing and disbursement of clothing 
to offer, and so on through all the industries. 

When each industry is broken down thus into 
units, an analysis is made of each unit, an out- 
line and description of which is given in Table I. 

‘FABLE. 1* 
Job Analysis Outline 
NAME OF JOB: 

DESCRIPTION OF WORK: (Is work performed sit- 
ting or standing? Alone or in company with others? 
What degree of concentration is needed? Give a detailed 
description of the exact process, including pressure of 
production, instruction given, rest periods, the general 
efficiency of the group). 

ATTITUDE OF INDUSTRIAL THERAPIST: (This 
is the employee in charge of a unit, who comes directly 
in contact with the patient. What is his personality? Does 
he instruct the patient in work technique? Is he amenab!e 
to suggestion? Give your impression of the possibility 
of improving therapeutic technique, considering this em- 
ployee’s attitude). 

ENVIRONMENT: (Give a description of the place 
where the work is carried on, including cleanliness, sani- 
tation, equipment, ventilation, lighting, 
rooms, uniforms). 

SUPERVISION: (Some work cannot be performed 
under close supervision. What is the degree of supervision ; 
constant, intermittant, slight or none? Is the workroom 
locked, or must there be considerable freedom due to the 
nature of the work)? 

INDUSTRIAL HAZARDS: (Note all the hazards the 
patient will be exposed to; sharp tools, tripping, falling, 
handling heavy objects, defective structures, defective 
guards for machinery, absence of guards, defective hand 
tools, insufficient hand tools, electrical hazards, crowded 
conditions, exposure to infection). 

PSYCHOLOGICAL REQUIREMENTS: (Give the 
necessary mental requirements, alertness, intelligence, de- 
gree of concentration, initiative, emotional stability. Effect 
of psychotic symptoms on work; day-dreaming, blocking, 
retardation, disorientation, confusion, attacks of excitement, 
convulsions, etc. Give the effect of the job on the patient. 
Is is stimulating, sedative, strictly routine, variable? ) 

PHYSICAL REQUIREMENTS: (What is needed in 
the physical make-up of the patient; strength, height, 
weight, physical disabilities contraindicated). 

SOCIAL: (What opportunities for socialization are 
offered to the patient on the job and during rest periods)? 

WORKING HOURS: (The hours that the patient works 
are very important. Is everything possible being done 
to adjust the working hours to needs of individual 
patients) ? 


warmth, rest- 


NOTE: Give your own impression of what you see 
in the industry. Do not simply record what you see going 
on. Be alert to recognize opportunities for therapy, where 
perhaps they are not fully utilized now. Always keep in 
mind that we are viewing the industry with an eye to the 
patient’s needs, not viewing the patient to see how much 
work he can do. First of all, we are treating patients; 
secondly, we are supplying the industries with workers 
by a physician’s prescription, 

These analyses are done frequently at this 
hospital as a student training project, and major 
changes are noted on the final industrial analysis 
sheet. 
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' When each unit has been subjected to this 
analysis, and the job analysis reports are in, the 
final Industrial Job Analysis Sheet can be pre- 
pared and put in the hands of each physician who 
prescribes industrial therapy. This is a simplified 
reference sheet in which all the available place- 
ments and their possibilities for treatment can 
be seen at a glance. An example of the first 
page of the analysis of an industry which em- 
ploys men and women is given in Table II. 

Obviously these surveys entail a great deal of 
thought and work, and are the province of the 
occupational therapy department. However, most 
procedures in a large psychiatric hospital change 
very slowly, and a yearly check-up will keep 
the sheets up to date. Small changes in routine, 
environment or personnel can be noted as they 
occur. 

When this spade work has been done, how does 
one go about getting the patient and a suitable 
task together, and how does one evaluate its 
effect on him in terms of treatment? The cycle 
begins with the psychiatrist who inaugurates 
the occupational treatment in the light of his 
knowledge of the patient’s present emotional 
needs, and completes itself again with the psy- 
chiatrist’s evaluation of what the treatment has 
accomplished. In a hospital wide program, a 
number of individuals enter into the picture, and 
the mechanics and responsibilities of their roles 
are somewhat as follows: 

A. THE PSYCHIATRIST 
1. To assign the patient to the work on the basis 
of his needs, 
2. To know the results of his occupational prescrip- 
tions, 
3. ‘To instruct and guide all those who are working 
with him as to what he is trying to accomplish. 

The whole psychiatric staff should be aware 
of the goals of occupational therapy, and the 
role of industrial therapy in the occupational 
therapy program. The clinical director, working 
with the head of the occupational therapy de- 
partment should take the lead in stressing these 
goals. This may be accomplished in a variety of 
ways. All residents are given an orientation 
lecture by the director of occupational . therapy 
at the beginning of their training, supplemented 
by a tour of the industrial placements attended 
by the occupational therapist and the clinical 
director. At staff conferences the concept of 
team-work in bringing all the facilities of the 
hospital to bear on the patients should be stressed, 
and the role of industrial placement as part of 
the total therapeutic program should be dis- 
cussed in appropriate cases. Special attention 
should be devoted to the constructive value of a 
*Adapted from an outline in “Administrative Psychiatry” 


by Dr. William A, Bryan, published by W. W. Norton 
and Company, New York, 1936. 
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TABLE II 
Industrial Job Analysis Sheet 


JOB QUOTAS* 


DESCRIPTION, PRECAUTIONS AND SUGGESTIONS 


LAUNDRY 30 closed-ward men. 
6 open-ward men, 


3+ closed-ward women. 


HOURS: 7:30-10:30 a.m.—12:00-3:00 p.m. 
and afternoon rest periods for all patients. 
end of day. 

ENVIRONMENT: Clean, dry, warm, well lighted. Hot 
in summer, Ventilation good, very little steam. Work 
organized so that while there is work pressure, noise, and 
activity, there is no confusion. Equipment modern and 
well guarded. Doors locked at all times. 

ATTITUDE OF HEAD INDUSTRIAL THERAPIST: 
Head laundry man is aware of and in sympathy with 
treatment aims. His method on the whole is to. start new 
patients in simple tasks and graduate them to more com- 
plex operations as their adjustment improves. He is 
thoughtful of the physical well-being of his patient 
workers. 


Morning 
Showers at 


1. Shake-out 11 closed-ward men. 


Shake out wet flat work and place on tables for feeding 
mangles. Alternate periods of activity and rest. Patients 
work close together and must co-operate. Supervision good. 


2. Hand-Ironers 19 closed-ward women 


3. Extragtors -.. 2 


Ironing graded—small pieces, personal clothing, uniform 
finishing, etc., for patients and employees. Work. done 
chiefly standing or sitting on high stools, Disabilities of 
back and legs contraindicated. Press of work—time for 
teaching limited. Patients should be tried out for ironirg 
in O. T. shop. No seizure patients or tho.e with impulsive 
tendencies because of hot irons, Supervision good. 


Initiative and some mechani- 
work, moving. machinery, 
Job requires training. , 


Heavy 


open-ward men. Load and unload extractors. 
cal ability required. 
intermittant supervision, 
4. Folders 14° closed-ward women. 


Fold articles as they come through mangles. Simple routine 
job, little skill required. Work done standing or sitting 
on high stools. Alternate periods of activity and rest. No 
seizure patients because of high stools and tables. Super- 
vision good, 


*Any number of patients above these quotas may be assigned for treatment purposes. 


particular type of occupation in helping to solve 
the patient’s conflicts and frustrations, utilizing 
his assets, building up self-confidence and self- 
esteem, inculcating steady work habits and pre- 
paring him for useful work on leaving the 
hospital. ‘Also, staff conferences are held for the 
purpose of evaluating the progress made by the 
patients and their readiness for advancement 
within the hospital or return to the Community. 
In these conferences the occupational therapist 
plays a key role by discussing and evaluating the 
patient’s occupational and industrial record within 
the hospital. 
’ The psychiatrist in charge of each service is 
immediately responsible for all industrial place- 
ments, aided by his assistants and by the special- 
ized knowledge of the occupational therapist. 
The residents who aré working with the patients 
Should be taught to include consideration of 
occupational or industrial placements in‘ planning 
their therapeutic program for each patient, and 
their plans should be discussed with the psychia- 
trist in charge. 

~ Occupational. therapy is prescribed by the 
psychiatrist using the poem blank illustrat- 
ed i in Table III. 


The prescription. is signed by the chief of service, 
even though one of his assistants may make the 
recommendation. This prescription is given to the 
industrial therapist at the time of placement, and 
it must be returned to the physician when the 
patient is discontinued from work in. the as- 
signed placement, with reasons therefor. 
B. THE OCCUPATIONAL THERAPIST 

1, To secure such information about both patient 
and industry as is needed by the psychiatrist for 
proper placement. 
To train patients in the pre- -vecational shop for 
hospital industry. 
To introduce the patient to the. job obins the 
assignment is made by the physieian. 

4. To give the industrial therapist all the informa- 
tion available about the patient for the purpose 
of aiding him in carrying out his responsibilities. 

An occupational therapy department that 
seriously undertakes an industrial therapy pro- 
gram must concentrate its activities, so that the 
full time of one therapist can be allocated to 
each psychiatric service, and it must establish an 
office easily accessible to all those interested in 
the rehabilitation of the patient. In this office, 
the industrial placement office, récords are kept 
and interviews with patients and employees held. 

The ocoupational therapist is the key ‘person 
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TABLE III 
Industrial Therapy Prescription 
Date... 


Former Industrial Placement 
Assigned to: Department 
Age.... Marital Status 
Precautions: 

Physical Disabilities : 
Remarks: 


Occupation 


Assigned by M.D. 
Placement made by 
The patient has been delivered to me and instruction given 
as to individual differences. 
Industrial Therapist 
Date Discontinued 
Reason 


in the co-operative venture. She acts in a liaison 
capacity between the psychiatrist and other de- 
partments. To a large extent, the training of the 
industrial therapist in the use of work as treat- 
ment rests with her, and she must never over- 
look any opportunity to emphasize this in her 
daily contacts. Her day by day interpretation of 
the patient’s behavior to the industrial therapist, 
and her tactful suggestions as to how the work 
can be done more beneficial to him can improve 
attitudes and work environments greatly. 

The occupational therapist’s day will be filled 
with details and unless ‘her time is organized into 
a schedule her activity may become scattered and 
ineffective. In this hospital her schedule is as 
follows: 

1, Daily industrial rounds—to check on patients’ 
progress and to discuss it with industrial therapists. 
Ward rounds three times a week, once with the 
psychiatrist—to see new patients, arrange for 
‘ transfers from ward to shop and industry, and to 
‘discover from the nurce the reactions of her 
patients to their work assignments. 

3. Short daily conference with the physician for the 
signing of prescription slips and discussion of 
emergencies. 

4.. Attendance at all staff conferences—to obtain 
background information and to report on patient’s 
adjustment to a werk situation. 

5. Daily recording of placements, transfers and 
progress notes, Monthly statistical report. 

6. Personal daily industrial placéments. All place- 
ments are to be made within 24 hours of pre- 
scription. 

At the time of placement the occupational 
therapist calls for the patient on the ward, escorts 
him to his work and introduces him to the indus- 
trial therapist in charge. The most convenient 
time for making placements should be established. 
For instance, if the cafeteria starts serving the 
noon meal at 11:00 A.M., 10:30 A.M. would 
be a good time to arrive with the patient, allow- 
ing time to get into uniform, and to receive a 
short briefing as to his duties. He can then be 
observed during this meal and at the “evening 
meal assigned to a suitable station. This time for 
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placement schedule should be worked out for all 
industries. 

Good record keeping is absolutely essential 
where so many patients and so many employees 
are involved. It is necessary to know at all times 
where each of possibly twelve hundred patients 
are working and how they are progressing. This 
information cannot be kept in the memory of the 
occupational therapist. 

A permanent work record card of each patient, 
as illustrated in Tables IV and V, is filed alpha- 
TABLE IV 
Work Record Card* 


Name: Diagnosis: 

Date of Admission: Education: 

Age: 1.Q. Language: 
Nationality : Occupation ; 
Residence : 

Family: Interests : 


Physical Contra-indications: 


Additional Information: 


(Pertinent infermation from ward rounds 


and clinical 
staff conferences are noted in this space). 


*Size of card is 5” x 8”. 


TABLE V 
Work Record Card — (Reverse Side) 


Name: 
Date 


Diagno. is: 
Precautions 


Placement | Dector 


Disb. | Remarks 


betically in the industrial placement office. It is 
made out upon the- patient's: admission and _ is 
taken to all staff conferences where notes are en- 
tered. Each placement and transfer, and the pa- 
tient’s adjustment to it, are ‘recorded during : ‘his 
stay in the hospital. At his discharge it is filed in 
an “out-file” for future reference. * , 

For the therapist’s own convenience an stil 
continuous record book is kept; listing alphabeti- 
cally every patient in the hospital, the ward on 
which he lives and his or her present work assign- 
ment. The work assignments ,and .wards are 
noted in pencil so that changes can simply be 
made by erasure. In the back of the book: thére 
is a breakdown by industry, each industry and 
its quota On a separate page, with a> list of the 
patients currently working there. Listings: are in 
pencil so that names can be added or.*removed as 
assignments and transfers are made. In this 
hospital a daily supervisor's report is prepared by 
the administrative office showing admissions, dis- 
charges on visit, discharges, deaths and transfers 
of patients from one ward to another. We receive 
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TABLE VI 
Weekly Statistical Report — Female Psychiatric Service* 


July - 1949 
= 3 14 21 28 Average 
Patients in industry ............. 540 539 540 538 539 
Patents 46 47 45 45 +6 
Patients in ward classes .......... 35 35 35 35 35 
Total number of patients working .. 621 621 620 618 620 
Total psychiatric population ....... 1016 1016 1023 1024 1020 


*A similar report is made for the Male Psychiatric Service. 


routinely a copy of this and make many of our 
notations on cards and in the book from it. 

In addition to this a daily placement book is 
kept in which every placement and transfer for 
the day is entered. A few sample entries follow: 
Date 


Name From To 


%/10/49 John Doe New patient O.T. shop 
8/10/49 Hnry Jones O.T. shop Cafeteria 
8/11/49 Tom Brown Ward Work  Porter’s detail 
8/11/49 Jack Smith Idle Farm work 


These details may seem complex and difficult, 
but if the work is done systematically it becomes 
automatic. We make all recordings from the 
prescription slip and have a little formula which 
goes like this: “Card, front and back of record 
book, placement book”. In a smooth-running 
industrial placement office the work should not 
be cumbersome. Most placements are considered 
on ward rounds with the psychiatrist or decided 
at daily conferences, and results of treatment are 
checked on industrial rounds. Recording is done 
immediately upon prescription and upon return 
from industrial rounds, and at clinical staff con- 
ference. 


This department prepares a simple statistical 
report for the administrative officer. Once a week 
the number of patients working in industry, O.T. 
shop and ward classes are totaled up separately 
from the alphabetical listing and are entered on 
a form. The psychiatric population is also shown, 
exclusive of patients on medical wards. At the 
end of the month an average is taken of these 
weekly figures which gives the average number 
of patients working daily and the average psy- 
chiatric population for the month. By comparing 
these figures we get the percentage of our hospital 
population occupied during the month. An ex- 
ample of these weekly statistics is shown in 
Table VI. 

At the end of the month the Industrial Place- 
ment Offices prepare a report for the director of 
occupational therapy, who incorporates them in 
her monthly report to the superintendent of the 
hospital. The total average number of patients 
working daily, and the total average psychiatric 
population is obtained from the weekly statistics 
shown in Table VI. The other figures are taken 
from the placement book by the simple method 
of counting all the new patients placed in shop 
and industry, all the work adjustments and pro- 


motions, which means patients transferred from 
one job to another, and all patients re-assigned 
to industry. These last are patients wha have 
worked previously but have been idle for six 
weeks or more. An example of the monthly re- 
port is shown in Table VII. 


TABLE VII 
Monthly Statistical Report— Female Psychiatric Service* 
July - 1949 
Total average number of patients working daily .. 620 
Total number of placements 54 131 


New patients in shop and industry .......... 54 


Work adjustments and promotions .......... 27 
Patients re-assigned to industry ............ 50 
Total average psychiatric population ............ 1020 


*A similar report is made for the Male Psychiatric Service. 

The occupational therapy shop has a special 
function in such a program. It is the pre-industrial 
center to which all newly admitted patients are 
assigned as soon as possible after admission, and 
in which they are evaluated for interests, 
capabilities and behavior by the occupational 
therapist in charge. There are two shops, one for 
men and one for women, with a therapist in 
charge of each. After a period of orientation and 
observation, the patient is graduated into industry. 
The caseload in the shop is usually about 25 
patients and there is a frequent turnover. 


In addition to the regular shop class, special 
groups such as insulin shock and post-lobotomy 
patients are treated in the shops on a time 
schedule that does not interfere with the regular 
class. Occupational therapy prescribed on an 
interest, treatment or diagnostic basis is given in 
the shop, and preparation of projects for nurses 
ward classes is done here. 

C. THE NURSE 


1. To train patients for advancement into hospita! 
industry under the guidance and leadership of 
the occupational therapist. 

2. To organize and carry on ward occupational 
classes. 

3. To co-operate in the treatment by constantly im- 
impressing upon patients that work is beneficial. 

4. To promote patients from ward work to industry 


off the ward. 

Sometimes it is difficult to lay down lines of 
demarcation between the responsibility of the 
nurse and occupational therapist in a widespread 
industrial therapy program. Actually there should 
be a mutual attack on the apathy and pre-occupa- 
tion so common in the large group of chronic 
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patients, and solid teamwork in the effort to re- 
habilitate the acute ones. The hospital work pro- 
gram begins on the ward with the nurses effort to 
interest all patients not yet ready for work as- 
signments in ward housekeeping and in recrea- 
tional projects, such as active and passive games, 
community sings, ward parties, walking and 
physical exercise. 

There are patients, who because of frequent 
disturbed periods or extreme pre-occupation, can- 
not possibly adjust at the moment to an active 
work environment. The O.T. department should 
be prepared to provide materials and projects 
for small ward classes under the direct supervision 
of the nurse. In addition to this, considerable 
hospital mending, furniture refinishing and chair 
caning can be done on the ward. 

The nurses interest in habit training is re- 
flected in the appearance and behavior of patients 
working in industry. She is the one who must 
see that all working patients are clean, properly 
clothed and shaved, and congregated at a con- 
venient point on the ward for collection by the 
industrial therapists. 

Occupation is a vital part of psychiatric nursing, 
and it should not be evaded by turning it over 
entirely to the O.T. department. The nurse's 
attitude will help the patient’s progress by stim- 
ulating him to activity on the ward, promptly 
suggesting transfer to O.T. shop or to an industry, 
and encouraging him in his efforts to adjust to his 
job. She can hinder his progress by a general 
disinterest in what he does with his time, and in 
some cases by subtly discouraging effort off the 
ward in patients who are good “ward workers” 
or those whom she thinks can be trained to this 
end. 

Correct industrial therapy procedures and the 
goals in view should be included in all educa- 
tional programs arranged within the hospital 
for ward personnel. As a teaching project, Dr. 
William Malamud, former clinical director at the 
Worcester State Hospital, devised a clinical evalua- 
tion conference at which a selected patient was 
discussed and evaluated by representatives of the 
medical staff, occupational therapy, nursing and 
social service departments, and a plan of treat- 
ment co-ordinating the contributions of each 
department toward rehabilitation of the patient 
was worked out. 
D. THE DEPARTMENT HEAD 

1. To maintain a high degree of supervision and 

instruction of patients among his employee group. 
2. To keep before employees the goal of curing 
patients rather than just getting work done. 
To judge their usefulness upon their ability to 
supervise patients rather than upon their capacity 
to do the work themselves. 


4+. To see that prompt and accurate reports of the 
work of patients are made daily. 
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In practice we have found that the greatest 
weakness in industrial therapy may be found in 
the attitude of the department head and the indus- 
trial therapist. The department head is usually 
a very burdened individual, responsible for a large 
group of personnel, and always under pressure on 
a production and time basis. He is very likely 
to consider himself entirely apart from any 
responsibility for psychiatric treatment. He does 
not work directly with the patients in his indus- 
tries, and unless he understands the motive behind 
patient placements he will make no effort to in- 
struct his personnel. 

It is a wise plan for the chief administrator of 
the hospital to call his department heads together 
frequently, with the occupational therapist and 
physician, for a conference with two considera- 
tions in mind: 

(a) How can the work in each unit be better planned, 
so that the environment will be orderly and 
efficient? 

(b) What are the psychological effects of the work 


environment and the personalities of supervisors 
on the patient? 


The department head must be convinced that 
confusion in working methods and unsympathetic 
supervision can be completely demoralizing to 
the patients, and can very well undermine any 
other expensive treatment they may be receiving. 
Reorganizing can be done even in small units 
of an industry on the basis of therapeutic needs 
of the patient, and this will in the end pay off in 
increased production. 

The department head should instruct each new 
employee regarding training and handling of the 
working patient, and the attitude of the hospital 
toward work as therapy, and should insist that 
his instructions be carried out, even to the dis- 
missal of employees who will not establish a 
satisfactory therapeutic relationship with patients 
in their charge. If the department head can incor- 
porate the idea of work as therapy into the func- 
tion of his department, a large part of the battle 
is won. 

E. THE INDUSTRIAL THERAPIST 
1. To learn everything possible about the patient and 
what the physician hopes to accomplish by a work 
placement. 


2. To be interested in the patient as a human being 
and not exclusively as a worker. 
3. To teach, guide and* supervise the work of the 
patient both as to quality and quantity. 
4. To make an accurate daily report on the patient 
to the physician. 

The attitude of the department head is reflected 
in the attitude of the industrial therapist, who is 
probably the most important member of the 
therapeutic team, as he works directly with the 
patient. Every employee who has one or more 
patients assisting him is an industrial therapist, 
and in an organized industrial therapy program 
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this should include practically all hospital em- 
ployees. 

Dr. Bryan in his book Administrative Psychia- 
try gives the following set of instructions which 
may be mimeographed and placed in the hands 
of each industrial therapist: 


INSTRUCTIONS FOR INDUSTRIAL THERAPISTS 


The employee who can instruct and intelligently super- 
vise several patients, and by doing to assist them in the 
recovery of their mental health, is of more value to 
this hospital than the one who has the attitude of a boss. 
It is not good treatment to expect patients to do compe- 
tent work without proper instruction and supervision. But 
it is excellent therapy to carefully train them and then 
hold them to a high level of performance. A certain 
amount of responsibility is good for mental patients, but 
it must be within the limit of their capacity. They can- 
not ke held to the same measure of responsibility as an 
employee. 

Physicians assign patients to an occupation on the basis 
of what the patient needs. It is not for the industrial 
therapist to question his judgment. And if, in the opinion 
of the psychiatrist the work should be changed and_ the 
patient placed in another department, the industrial worker 
has no right to question such a decision. Too often in the 
past patients have been retained in departments to their 
detriment because it was thought that the work they were 
doing was indispensable. If a patient is reassigned by the 
physician, another must be trained. 

Patients sent to a particular industry may not be re- 
turned to the ward without the permission of the psy- 
chiatrist, The only exception to this would be an emerg- 
ency. When getting the permission to leave the patient 
on his ward, the industrial therapist will be required to 
give the reasons why he does not believe the work will 
benefit the patient. At least three days trial should be 
given before finally deciding that he cannot be taught to 
do the work required. 

The industrial worker in his hospital is employed as a 
teacher and supervisor of patients. They are known as 
industrial therapists. They make a greater contribution to 
both hospital and patient in these capacities than they can 
by only doing work. Good teachers are active among their 
patients, encouraging the laggards, stimulating the dull 
and deprecsed, and holding back the excitable and dis- 
turbed. 

Patients should not be driven, Regular rest periods are 
essential and ten minutes out of each hour should be de- 
voted to relaxation. The point at which fatigue shows 
itself is reached sooner than with normals. The symptoms 
are increased irritability, lack of attention, greater ex- 
citement, flushed faced and increased pulse rate. These 
signs should be watched for constantly. 

Every industrial therapist is held responsible for the 
patients during the entire period of work. This means 
that he must hold each patient to a fair standard of con- 
duct, prevent work being carried on in a peculiar way, 
discourage his delusions, and try to gain his good will. 

Every industrial therapist muct report weekly on the 
form provided the names of the patients working in each 
period, the time they report, and the quality of work 
each one is doing. 

These policies govern all industrial work in this hos- 
pital. Department heads will be held responsible for the 
selection and retention of people who can carry them 
out. They are responsible for the attitude and_ spirit 
of co-operation of department personnel. 


A report is required from each industry weekly 
on the form illustrated in Table VIII. 
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TABLE VIII 
Weekly Report of Patients’ Work 
This report must be in the office of the Superintendent each 
Friday morning by 10:00 A.M. 

This report must have the name of each patient as- 
signed to work in the division. A grade should be 
placed opposite each name showing the quality of work 
and the general reaction of the patient. This will be 
according to the following scheme: 

A. Excellent worker. Good reaction to job. 
B. Willing worker, but slow. Will learn. 
C. Fair but will improve. 
D. Poor worker and little hope for improvement. 
E. Impossible. 
When a patient is not at work, do not give him a 
grade, but put in the reason for his absence. 


Patient’s Name Fri. Sat. Sun. Mon. Tues. Wed. Thurs. 


| 
Remarks: 

The industrial therapist is responsible for col- 
lecting his assigned workers from the ward at 
the proper time, for their safety and well-being 
during the working hours, and for returning them 
to the ward at the end of the period. For this 
purpose, a sign-out and sign-in book is kept on 
the ward. 

In conclusion, it is our opinion that the occupa- 
tional therapist has a useful tool in industrial 
therapy in hospitals where the population is 
large and the occupational therapy staff is small. 
The effectiveness of its use depends upon the 
organization of the entire hospital as a workshop 
and constant education of all employees who 
work with even one patient, so that the concept 
of work at any task as therapy is always remem- 
bered. 

The occupational therapist in an industrial 
therapy set-up must adjust herself to and under- 
stand different types of personalities and must 
constantly balance the treatment of her patients 
against the needs of the hospital. This may some- 
times be difficult, but it is rewarding in terms of 
success in preparing patients to take up employ- 
ment in the community again. 


Attention all occupational therapy departments 
and schools of occupational therapy! Do you have 
any new and outstanding adapted equipment or 
crafts ideas that would make for an interesting 
and worthwhile educational exhibit? These will 
be used at the 1951 A. O. T. A. Convention ar 
Hotel Wentworth-by-the-Sea, Portsmouth, New 
Hampshire. Contact Exhibits Chairman, Mrs. Jean 
McCullough, 7 Mechanics Street, Kennebunk, 
Maine, now as plans are being put into action. 
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DAILY ACTIVITY INVENTORY AND PROGRESS 


RECORD FOR THOSE WITH ATYPICAL MOVEMENT?’ 


MARY ELEANOR BROWN, M.A., 
PHYSICAL THERAPIST 
Director, Cerebral Palsy and Rehabilitation Services, 


Eastern New York Orthopedic Hospital-School, Inc., 
Schenectady, New York. 
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PART III 
Into bathtub. (1’) 
Explanation to Examiner: No shoes, braces 
or appliances are to be worn. If a wheel- 
chair is to be used, see No. 50 for use of 
additional chairs or stools. 
Starting Position: Any of the following: 
On floor. 
On wheelchair. 
On chair. 
On stool. 
Standing. 
Instructions to Subject: Get into the bath- 
tub and assume a position for taking a bath. 
Equipment: \ bathtub. 
| wheelchair, chair or stool. 
Other chairs and stools as 
found necessary. 
Out of bathtub. (1’) 
Starting Position: In bathtub. 
Instructions to Subject: Get out of the bath- 
tub. 
Satisfactory Performance: . The subject is 
outside the bathtub on the floor, on a chair, 
on a stool, or standing. 
Putting on appliance(s). (15’) 
Instructions to Subject: Put on appliance(s) 
and adjust completely ready for use. 
Satisfactory Performance: The appliance(s) 
is (are) put on straight with all buckles 
attached and laces laced and tied. If shoes 
are attached they need to be laced and tied 
as part of this activity. 
Removing appliance(s). (10°) 
Instructions to Subject: Remove  ap- 
pliance(s). 
Satisfactory Performance: The appliance(s) 
is (are) free from the body. 
Locking appliance(s). (1’) 
Explanation to Examiner: The purpose of 
checking locking and unlocking appliances 
is to determine the subject’s ability to 
manipulate locks apart from daily activities 
involving their use. Locking and unlocking 
become a part of the daily activities which 
involve these manipulations and are con- 
sidered as such in the rest of the inventory. 
Instructions to Subject: Lock all locks. 
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Need: Appliance joints need to be locked 
and unlocked depending upon whether the 
subject is performing daily activities in an 
erect position or whether he is in a sitting 
position for rest or work. 

Unlocking appliance(s). (1’) 
Instructions to Subject: Unlock all locks. 
Forward 30 ft., upright. (15”") 
Starting Position: Standing behind 0-foot 


Out of bathtub, Getting out of a bathtub requires great 
strength im the upper extremities and shoulder girdle if 
the lower extremities and trunk are weak. The man being 
clocked is a polio (1929) who showed aptitude and en- 
thusiasm once his inventory indicated his achievements and 
what he had yet to learn. 


67. 


line facing 30-foot line. 

Instructions to Subject: Walk forward across 
the 30-foot line. 

Satisfactory Performance: The activity is 
performed in an essentially forward direc- 
tion, not obliquely or sideward. 

Backward 10 ft., upright. (15") 
Starting Position: Standing beyond 30-foot 
line facing in the direction in which he was 
going while being tested on forward loco- 
motion. 

Instructions to Subject: Walk backward 
across the 20-foot line. 

Need: Moving objects and/or people, es- 
pecially in crowded places, require adjust- 


1. This is the final chapter of a three installment 
article. Part I appeared in the Sept.-Oct. issue and 
Part II appeared in the Nov.-Dec. issue, 1950. 
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ment of position and there may be room 
only for a backward movement. Also many 
doors, notably in public bathrooms, open 
toward the person manipulating them, and 
this circumstance may require backward 
movement. 

Satisfactory Performance: The activity is 
performed in an essentially backward direc- 
tion, not obliquely or sideward. 
Equipment: A white line may be indicated 
20 feet in advance of the 0-foot line, so that 
the subject after finishing the forward ac- 
tivity covering 30 feet, may proceed im- 
mediately to the backward one. 

Sideward right | ft., upright. (15”) 
Starting Position: Standing to left of 20-foot 
line, facing so as to be moving toward 30- 
foot line upon sideward locomotion to right. 
Instructions to Subject: Keep facing the way 
you are and go sideward to the right across 
the 30-foot line. 

Need: This is the only method of passing 
through narrow spaces, such as exist between 
rows of theater seats, church pews, along 
crowded bus and subway aisles and through 
crowds. It is advisable to be able to move 
sideward in both directions, since turning 
in order to favor one side might often be 
difficult if not impossible. 

Satisfactory Performance: The activity is 
performed in an essentially sideward direc- 
tion, not obliquely. 

Equipment: The 20- and 30-foot lines may 
be used. 

Sideward left 10 ft., upright. (15”) 
Starting Position: Standing to right of 30- 
foot line, facing so as to be moving toward 
20-foot line upon sideward locomotion to 
left. 

Instructions to Subject: Keep facing the way 
you are and go sideward to the left across 
the 20-foot line. 

Pushing door open, clearing doorsill, clos- 
ing door, upright. (1’) 
Starting Position: Standing facing door to 
be pushed open. 

Instructions to Subject: Open the door, enter 
the room and close the door. 

Equipment: A door of medium difficulty 
with doorsill, knob and latch connecting two 
areas in such a way that it may be traversed 
in both directions, should be chosen in the 
vicinity. The door should be one which will 
not close by itself but must be closed by 
hand. 


Pulling door open, clearing doorsill, clos- 


ing door, upright. (1’) 


Starting Position: Standing facing door to 
be pulled open. 

Instructions to Subject: Open the door, 
enter the room and close the door. 


72. Up ramp, upright. (1’) 
Starting Position: Standing off ramp facing 
up. 

Instructions to Subject: Walk up the ramp 
onto the platform. 

73. Down ramp, upright. (1’) 
Starting Position: Standing on platform fac- 
ing down. 

Instructions to Subject: Walk down the 
ramp clearing it completely. 
| | 
| 

| Veli 

\ 
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SUPPOSED WALK NOT SKI DOWN THE 

74. Up 3 steps right handrail, upright. (1’) 


Starting Position: Standing near right hand- 
rail facing up. 

Instructions to Subject: Walk up 3 steps 
using right handrail with one or two hands. 
Satisfactory Performance: Crutches, canes 
and any other apparatus customarily used by 
the subject are taken with him while per- 
forming all step activities. 

Equipment: The inventory steps selected 
from those already within facilities should 
have overhanging lips, since these are more 


WonverFur But you CONSIDER COMING DOWN 


FEET First ? 
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Down steps no handrails, Steps without handrails are 
found at the entrances to many public buildings as well 


as private houses. 


They often present great dif ficulties. 


Perfect balance at every stage in the process must be at- 
tained through repeated practice before this can be per- 
formed independently with safety. These steps were not 
installed especially but were those found at one of the 


entrances. 


The young man being checked is a_ poli 


(1943). 


re 
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standard than steps without them. 

Down 3 steps right handrail, upright. (1°) 
Starting Position: Standing on top of third 
step facing down. 

Instructions to Subject: Walk down 3 steps 
using right handrail with one or two hands. 
Up 3 steps left handrail, upright. (1’) 
Starting Position: Standing near left hand- 
rail facing up. 

Instructions to Subject: Walk up 3 steps 
using left handrail with one or two hands. 
Down 3 steps left handrail, upright. (1°) 
Starting Position: Standing on top of third 
step facing down. 

Instructions to Subject: Walk down 3 steps 
using left handrail with one or two hands. 
Up 3 steps no handrail, upright. (1’) 
Starting Position: Standing facing up. 
Instructions to Subject: Walk up 3 steps 
without using handrail. 

Need: Many steps, especially those leading 
to the entrances of private homes and public 
buildings, have no handrails. 

Equipment: If possible, choose low broad 
steps without handrails. However, rather 
than omit these items because of lack of steps 
without handrails use steps with handrails. 
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Down 3 steps no handrail, upright. (1’) 
Starting Position: Standing on top of third 
step facing down. 

Instructions to Subject: Walk down 3 steps 
without using handrail. 

Up curb, upright. (5”) 
Explanation to Examiner: There is no such 
thing as a standard-size curb. They may be 
anywhere from a fraction of an inch to 15 
inches or even more. An 8-inch curb has 
been selected as a common height. Experi- 
ence shows that a disabled person able to 
mount an 8-inch curb rarely has difficulty 
traveling. 

Starting Position: Standing facing curb. 
Instructions to Subject: Step up the curb. 
Down curb, upright. (5”) 
Starting Position: Standing on curb facing 
down. 

Instructions to Subject: Step down the curb. 
Into bus, upright. (10") 
Starting Position: Standing facing bus steps. 
Instructions to Subject: Enter the bus and 
hold onto a strap or part of the bus struc- 
ture as if preparing for the bus to move. 
Need: Bus steps are usually higher and nar- 
rower than standard steps and thus need 
to be checked. 

Satisfactory Performance: The subject as- 
cends the bus steps and stabilizes himself by 
holding onto a strap or part of the bus struc- 
ture, having transferred to the bus, crutches 
or canes or any other apparatus necessary for 
traveling independence. 

Equipment: 1 bus or a structure simulating 
a bus (or the use of a bus). 

Out of bus, upright. (10°) 
Starting Position: Standing on bus step fac- 
ing down. 

Instructions to Subject: Walk down the bus 
steps. 

Satisfactory Performance: The subject has 
cleared the bus completely having all his 
necessary apparatus with him ready to move 
away from the bus. 

Standing to bed. 

Starting Position: Standing near bed. 
Instructions to Subject: Get onto the bed 
completely. 

Bed to standing. 

Starting Position: Completely on bed. 
Instructions to Subject: Come to a standing 
position. 

Satisfactory Performance: The subject clears 
the bed and stands ready to move away 
from it. 

Standing to wheelchair. 


(1’) 


(1’) 
25 
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Out of bus. The boy is being timed om his descent from 
the bus. Whenever weather and temperature permit, 
scanty clothing is worn under braces so as to allow ob- 
servation of brace function as the subject performs his 
daily activities. Thus may brace defects be discovered 
and corrected. 

Starting Position: 
chair. 
Instructions to Subject: 
chair. 

87. Wheelchair to standing. 
Starting Position: In wheelchair. 
Instructions to Subject: Come to a standing 
position. 

88. Standing to chair. (1’) 
Explanation to Examiner: The chair is 
placed in the center of the room away from 
any wall or other support. 

Instructions to Subject: Sit down on the 
chair. 
Equipment: 


Standing facing wheel- 
Sit down in wheel- 


1 straight chair without arms. 


89. Chair to standing. (1’) 
Starting Position: On chair. 

Instructions to Subject: Come to a standing 
position. 

90. Standing to toilet. (1') 
Starting Position: Standing facing toilet. 
Instructions to Subject: Sit down on the 
toilet seat. 

Equipment: toilet. 
91. Toilet to standing. (1') 


Starting Position: On toilet seat. 
Instructions to Subject: Come to a standing 
position. 

92. Adjusting clothing as if for bowel evacua- 


tion, standing. (30” ) 
Starting Position: On toilet seat or standing. 
Instructions to Subject: Adjust clothing as 
if for bowel evacuation. 

93. Readjusting clothing as if after bowel evacu- 
ation, standing. (30”) 
Starting Position: On toilet seat or standing. 
Instructions to Subject: Readjust clothing as 
if after bowel evacuation. 


No. Af YOU SUPPOSED 10 SIT ON NOT ON THE 


94. Cleansing after bowel evacuation, standing— 
(motions ). 
Starting Position: On toilet seat or standing. 
Instructions to Subject: Go through the mo- 
tions of cleansing after bowel evacuation. 

95. Standing to automobile. (1°) 
Starting Position: Standing facing closed 
automobile door. 

Instructions to Subject: Open the door, enter 
the automobile, assume a sitting position and 
close the door. 

Satisfactory Performance: The subject closes 
the door after him, having transported any 


Standing to automobile. This activity requires a good 
sitting position with crutches placed inside car and door 
closed. This young polio boy (1944) has just unlocked 
his brace before raising his right lower extremity into the 
auto, Subjects should learn early to prop their own 
crutches in a stable and available position during activities 
rather than handing them to someone else, 
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98. 


mecessary apparatus such as crutches and 
canes with him. 

Equipment: 1 automobile (or the usz of 
one) preferably placed near curb as would 
be the natural occurrence. 
Automobile to standing. 
Starting Position: 
door closed. 
Instructions to Subject: Open the door, get 
out of the automobile by coming to a stand- 
ing position and close the door. 

Standing to floor. (1’) 
Explanation to Examiner: Getting down 
onto and up from the floor should be per- 
formed without the aid of wall, chairs or 
support other than the subject’s own limbs 
and/or appliances. If there is any apparent 
danger of falling, or the subject gives evi- 
dence of fear of falling, he should not at- 
tempt this activity. If the fear is prohibitive, 
the subject should be given aid in getting 
down so that getting up from the floor can 
be checked, provided such action can be 
handled by the examiner without danger. 
Teaching Mattresses and mats are used for 
Tip: teaching getting down on the 
floor and up, as well as falling. 

Starting Position: Standing. 

Instructions to Subject: Get down on the 
floor right where you are without falling. 
Need: It is only from a floor position that 
floor activities may be performed as described 
in No. 59. 

Floor to standing. 

Starting Position: On floor. 
Instructions to Subject: Get up from the 
floor. 

Crossing dummy street on green light, up- 
right. (22”) 
Explanation to Examiner: The subpect 
mounts the curb apparatus by means of a 
ramp or any other simple way, and takes a 
position at the edge of the curb. The ramp 
may be used in taking this preparatory posi- 
tion, so that the subject does not tire by 
attempting to mount the curb ahead of time. 
The width of streets and the length of time 
allowed to cross a street vary in different 
communities. From many measurements a 


(1’) 
Seated in automobile, 


(1’) 


' distance of 60 feet has been selected as a 


representative width of a city street. Green 
lights have been timed, and the figure of 22 
econds for crossing a 60-foot street has 
been, selected. This means that 3 feet are 
to be covered in 1 second, 2 seconds being 
allowed for stepping down and up the curb. 


The platforms to be used as curbs are 
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Crossing dummy street on green light. Two eight inch 
curbs are placed sixty feet apart (the width of a wide city 


street), 


An automatic traffic light set to change lights 


every twenty-two seconds is placed at the far end of the 


dummy city street, 


The street-crosser places himself on 


the curb, ready for descent, opposite the one near the 
traffic light. As soon as the green light goes on he 
steps down the curb and proceeds to cross to the opposite 
curb attempting to be on top of the curb when the light 


changes to red, 


The young man is about to mount the 


curb and the green light is still on indicating the possibility 
that he may make it in time. 


100. 


placed so that there is a distance of sixty 
feet between them. It is convenient to have 
the subject begin this activity by using Plat- 
form No. | (the one to which the ramp 
has been attached). It is convenient also to 
have the traffic light.on the other side of 
the “street,” so that the subject can see the 
light all the time that he is approaching the 
far curb (Platform No. 2). 

Starting Position: Standing on first curb at 
edge facing second curb. 

Instructions to Subject: When the green 
light across the “street” goes on, step down 
from the curb and walk toward the opposite 
curb as if you were crossing the street. Be 
on the opposite curb before the green light 
goes off. 

Equipment: 1 traffic light synchronized to 
testing figures; or a makeshift which can 
be as simple as an ordinary socket with a 
green light globe in it or a flashlight. 
Public vehicles, upright. (Traffic time ) 
Explanation to Examiner: The choice of a 
public vehicle or vehicles is left to the dis- 
cretion of the examiner. Whichever ones 
are most common in the neighborhood may 
be used. In West Haverstraw, New York, 
where the State Rehabilitation Hospital is 
located, buses and trains are common 
methods of traveling. Therefore, both are 
used in checking and teaching. One examiner 
should go ahead of the subject in order to 
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Traveling on his own is checked. This is his first 
real bus ride. 


make any necessary explanations to the bus 
driver or conductor, and also to be there in 
case of any danger after the subject enters 
the vehicle. Another should remain behind 
the subject to be present in case of need, 
and also to make explanations if necessary 
to the officials. These are usually essential, 
because those controlling the vehicle, as weil 
as the general public, impulsively come to 
the aid of a disabled person. This is an 
opportunity to show the necessity for in- 
dependence on the part of the disabled per- 
son. This item should not be checked unless 
the subject has satisfied all the more element- 
ary activities leading up to traveling and the 


He has just finished the high step, and the train ride 
is about to begin. 


ready. 

Starting Position: Bus stop or railroad sta- 
tion. The subject may be transported, ac- 
companied by two examiners if possible, to 
the site of the bus stop or railroad station 
or terminal of whatever transportation is to 


examiner is confident that the subject is be used. 

a Need: It is almost imperative for anyone 
contemplating vocational training and/or a 
job, to be able to travel independently. 
Vocational rehabilitation agencies attest to 
the extreme difficulties of attempting to 
supply vocational training or secure job 
placement for those who are not personally 
independent. 


Even to sitting down in a moving vehicle the traveler 


A real bus stop. shows application, skill, ef ficiency. 
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Down the steps and across the tracks where the slightest 
uncertainty with crutches and balance would mean a fall, 
the young man finishes his travel sequence successfully, He 
has since entered a large university, has won a scholarship 
which supplements his State and other welfare provisions, 
is in charge of the game room and runs a switchboard to 
supplement further the expenses of a college education. A 
daily activity inventory and program have been an in- 
dispensable part of his rehabilitation. 


Satisfactory Performance: The examiner ac- 
companying the subject is convinced that 
the activity could be done without anyone 


being with the subject. 
EQUIPMENT LIST 

The equipment is listed below in the order in which 
it appears in the Analyses of Daily Activities beginning on 
Page 265, Vol. IV, No. 6. Such a list is an aid to assembl- 
ing all items in preparation for a daily activity program. 
watch containing stop watch mechanism (chronograph). 
1 bed (with mattress, sheet but, no pillow), preferably 
with a head- and footboard, such as would be found in 
the average home. 
Screens. 
wheelchair, larger size. 
wheelchair, smaller size. 
Sandbags of different weights and sizes. 
portable urinal for men. 
portable urinal for boys. 
bedpan for adults. 
bedpan for children. 
Various combs for men and women. 
mirror. 
toothbrush for adults. 
toothbrush for children. 
washcloth. 
piece of soap. 
safety razor. 
medium-sized powder puff. 
rouge applicator. 
lipstick holder. 
Assortment of men’s neckties. 
plate. 
Colored modeling clay for making substitute food. 
cup. 
saucer. 
glass. 
knife. 
fork. 
spoon. 
Sturdy tables, desks or supports for checking eating, 
drinking and desk activities (if these activities are 
checked in bed, then a bed table and/or writing board 
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or some good substitutes therefor). 
Manila folders. 
Pencils, 
Envelopes, small. 
Typewriting paper. 


1 sponge in dish for sealing envelopes. 
1 ruler. 
1, pair of scissors. 
1 telephone, French style (may be unattached). 
30-foot space with 0-, 10-, 20- and 30-foot distances 
_ measured off, 
1 doorway of medium difficulty with doorsill, knob and 


latch (to be chosen from those within facilities). 
platforms 5 by 5 feet by 8 inches, one with a ramp 
attached 5 by 5 feet by 8 inches inclining to 0 inches. 
straight chair without arms for adults. 

straight chair without arms for children. 

toilet. 

junior toilet seat for children. 

Chairs and stools as found necessary, 

automobile (or the use of one). 

gym mat. 

bathtub. 

Steps with overhanging lips with right and left hand- 
rails and also without handrails (to be chosen from 
those within facilities). 

bus or structure simulating a bus (or the use of a bus). 
70-foot floor space for dummy street. 

traffic light, or makeshift. 


to 


Pictures in this article courtesy of National Foundation 
for Infantile Paralysis, Inc., and taken at the State Re- 
habilitation 


Hospital, West Haverstraw, New York, 
Cartoons courtesy of the artist, Harold A. Littledale. 
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NATIONALLY SPEAKING 


From the President 


One year and a half ago, a special committee 
was erganized in your Association to increase pub- 
licity and recruitment for occupational therapy. 
This national committee has functioned through 
affiliated state and regional O.T. associations to 
a degree such that all A.O.T.A. members are 
keenly aware of the many activities which have 
been put in motion toward this end. 

When our campaign began, there were grave 
doubts in the minds of many of us that we our- 
selves, working in a volunteer, extra-curricular 
and—in a sense—amateur capacity, could do the 
job. It was a task of great magnitude, requiring 
the stimulation of many people, the preparation 
of literature and letters in quantity lots and the 
contacting of many diverse groups on a national 
basis. We were advised that the retention of a 
professional public relations counsel and the em- 
ployment of additional help would be essential to 
our success. 

Those of you who attended the 1950 conven- 
tion know that these predictions have been proved 
wrong by the results of our efforts to date. From 
the report of Publicity and Recruitment Chairman, 
Susan C. Wilson, who has done a superb job, we 
learned that school enrollments for the 1950-5! 
year have increased 28%. Since they were about 
25% under capacity for the preceding year, we 
have in one sense exceeded even our own hopes 
and goals. And we have done all of this our- 
selves, without professional guidance, and with the 
expenditure of only $2,100.00 of Association 
funds, all but a few dollars of which has been 
spent on reprints and postage. Many state associa- 
tions, and individual members in areas where 
there is no organized O.T. group, have financed 
mailings, career days, speaker's bureaus and in- 
numerable other activities in the interest of pub- 
_licity and recruitment. 

Our achievements to date, then, are extremely 
gratifying and I wish I could commend each of 
you personally for your generous support and help. 
I also wish we could impress upon those state 
groups and individuals who have not yet partici- 
pated in this campaign the importance of their 
doing so. For our job is by no means done. If 
we slow down now, much of the effect of what 
we have already accomplished will be lost. Pub- 
licity about and recruitment for occupational 
therapy must continue indefinitely if we are to 
meet the need for additional members of trained 
personnel—which remains our principal goal. 

In planning the continuation of our campaign 
for the present year, state recruitment chairmen 


will find a wealth of ideas and suggestions in the 
national chairman’s most recent circular letter. 
Through this medium (last month’s was No. 6 in 
the series of communications from Miss Wilson) 
your local groups have been provided with all 
possible ideas, suggestions and information about 
available material. I know you have found these 
of considerable value and assistance in your own 
recruitment efforts. Because it will probably not 
be possible to publish the address of Mr. C. W. 
Ferguson to the Recruitment Committee at Con- 
vention, I would like to quote for you here what 
I feel were some of his ideas and suggestions. These 
are highlights only and each point. was developed 
in greater detail than it is possible to include in 
this column. 

“. . . The topic that has been selected is: ‘Mer- 
chandising Occupational Therapy.’ You might not 
like that word ‘Merchandising’. It might seem 
too commercial, too much of a business term. We 
must not forget, however, that education is one of 
the most important businesses today. Some of the 
techniques used in the business world can be 
utilized in the business of education. This applies 
to interesting students in specialized training. The 
same can be said of holding their interest during 
the training period, as well as after graduation. 

“First, your product is occupational therapy. 
You, as occupational therapists, know what your 
product has to offer. Many times we are so familiar 
with our product we think everyone else knows 
about it. Occupational therapy is a comparatively 
new profession. The general public is not ac- 
quainted with its functions. In talking to high 
school seniors we have found the majority have no 
conception of the duties of an occupational thera- 
pist. 

will list as the number one aid in inter- 
esting the general public: newspapers in the 
smaller cities and towns, as well as the metro- 
politan dailies. What kind of stories or news 
releases should be offered to the press? It seems 
to me they should be human interest stories, a 
success story about a child or an adult. ... Send 
along a good picture with the story. This picture 
should be a happy, attractive looking individual .. . 
if the picture is attractive, they will then read the 
cut lines and the story that follows... . I ara 
sure those of you working with patients have some 
wonderful experiences to tell. These could be 
woven into an excellent feature story for a na- 
tional magazine. . . . Newspaper and magazine 
publicity is free to you and that is very important 
especially to an educational organization or institu- 
tion with limited funds. Secondly, newspapers and 
magazines are read by millions of people, so that 
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they can be your mouthpiece. 

“In merchandising occupational therapy, you 
must advertise the same as a business firm. Your 
advertising would be classed as indirect, where the 
merchant uses direct advertising. Your news stories 
would be indirect advertising. . . . 

“Another technique in using the printed word 
is cleverly prepared pamphlets to hand out at 
group meetings, or to send through the mail... . 
In preparing circulars, don’t forget “eye appeal;” 
use attractive colors, colors that will attract and 
appeal to the eye. 

“Radio is another important medium in ac- 
quainting the public with occupational therapy. . . . 
If your radio station does not reach out too far, 
perhaps an electrical transcription would have the 
larger coverage. These platters can be made and 
sent out to the different radio stations in your 
territory. Your program can be an interview with 
an O.T. student, as to interesting things about her 
course of study and the school. ... A dialogue on 
the radio where two or three people are taking part 
creates more interest than one person giving a 

“I am not going to discuss the technique of 
using movies and slides except to call your at- 
tention to the value by quoting one writer (Charles 
B. Roth, The Handbook of Selling): ‘Psycholo- 
gists will tell you that we remember only one- 
tenth of what we hear. We remember three-tenths 
of what we see. We remember five-tenths of what 
we both see and hear’ . . . 

“Let us recall our subject ‘Merchandising Occu- 
pational Therapy’. You know as well as I, the 
salesman cannot go out and sell his product if he 
is not familiar with it and does not believe in it. 
The same principle applies to the person talking 
to high school seniors. He must be familiar with 
the course of study, the job opportunities after 
graduation, and what the O.T. does on the job. 
If you have an enthusiastic approach and facts, 
immediately you arouse interest in that course of 
study... . . 

“Talk about salesmanship, believe me a person 
talking to a high school senior class must use a lot 
of the techniques of salesmanship. Otherwise he 
will lose the attention of his audience and they 
will not have any interest in what he has to 
say. I don’t mean to say you are going to sell 
those seniors a bill of goods, but you must be 
familiar with what you are talking about... . 
There is one thing that should -be stressed in this 
connection, and that is to be honest with.them. . . . 

“High School ;vocational counselors and senior 
class advisors should have complete information 
on occupational therapy and its opportunities. . . . 
If at all possible, keep in touch with high school 
counselors through the means of circular letters 
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and pamphlets in the new developments and job 
opportunities. Also, don’t fail to write personal 
letters to good O.T. prospects. 

(In addition to high school and college students, 
4-H Clubs and other organizations) “there is one 
group we have mot mentioned, and that is the men 
and women who have finished college and are 
out on the job; the people in the age bracket from 
25 to 35. People whe are not satisfied with their 
occupations; people who have arts and crafts as 
a hobby but would like to develop it into a voca- 
tion. These same imdividuals have the other re- 
quirements for O.T. work except the professional 
training . . . some excellent O.T.s were recruited 
from this age group. . . . 

“The recruitment program could be made a very 
active project for a state association. It will take 
work on the part of a few people to plan the pro- 
gram and then see that it is carried out, but [ am 
sure it will pay dividends in interesting more 
students . . . we must never miss the opportunity 
of telling our story about occupational therapy it 
we expect it to be a growing profession.” 

This seems to be a good note on which to end 
this message, but let’s all take new courage and 
determination in continuing our publicity and re- 
cruitment task. 


—Winifred C. Kahman, O.T.R., President 


In the July-August, 1950, issue of A.J.O.T., I 
reported briefly to you on the background, pur- 
pose and plans for the Mid-Century White House 
Conference on Children and Youth. This Confer- 
ence was held at the National Guard Armory in 
Washington, D.C., December 3-7. It was attended 
by approximately 6000 “interested citizens with 
varying degrees of responsibility, coming from 
States, Territories, organizations, agencies and age 
groups .. . at the invitation of the President of 
the United States.” Implicit in our acceptance of 
invitations to the Conference, as to the preliminary 
planning meetings, was the understanding that we 
would report back to our members on the Con- 
ference itself and on future follow-up activities. 
This, therefore, is the second of our reports on 
this Conference. 

It may be remembered that the goal of the 
1950 Conference was nearly as far-reaching as 
were the invitations: a society in which every child 
might have a fair chance for a healthy personality. 
More specifically, its purpose was to provide at 
least partial answers to two questions: (1) how 
can children be helped to develop the mental, 
emotional and spiritual qualities essential for in- 
dividual happiness and responsible citizenship; 
and (2) what physical, economic, and social con- 
ditions are necessary for this development. 
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An effort was made to relate all parts of the 
Conference program in a unified pattern. At the 
general sessions, held each morning and evening, 
outstanding speakers discussed for the conferees 
. what is known about healthy personality develop- 
ment and the bearing of this knowledge on all that 
is done with and for children. The highlights of 
the work of the four Advisory Councils were also 
reported at these sessions and used as background 
material for the panel meetings and work groups 
which followed. In the thirty-one panels, desig- 
nated leaders presented more specific information 
about selected critical aspects of personality de- 
velopment. The thirty-five work groups were de- 
scribed as the “heart of the Conference.” In these 
sessions (a total of eight hours) delegates dealt 
concretely with problems and issues involved in 
the attainment of the Conference goal, using as 
resource material the facts presented and the ideas 
proposed in the larger meetings. 

In order that all delegates might participate fully 
in the creative work of the Conference, each was 
assigned to a work group and asked to remain with 
it until its task was completed. Each work group 
was multi-professional, representing many differenc 
fields of interest and experience. Although I had 
previously indicated three other preferences, I was 
assigned to number 21, entitled: The Significance 
of Aesthetic Experience and Artistic Expression for 
Healthy Personality Development. With me were 
about 100 other persons “interested in the role of 
art in healthy personality development”, who 
represented every conceivable area and field to 
which art is in any way related and some whose 
relationship was somewhat obscure. There were 
artists and craftsmen, art teachers, school and col- 
lege administrators, gallery and museum directors, 
librarians and social service workers, clergymen 
and Salvation Army sepresentatives, psychologists, 
home economists, recreation workers, music and 
drama enthusiasts, and many others. 

The following is a capsulized summary of some 
of the most important points emerging from the 
discussion of Work Group No. 21. They have 
been classified under four main headings, starting 
with the theme of the session: 

ESSENTIALITY OF THE ARTs: 

1. It was suggested that the arts be considered an es- 

sential part of healthy personality development. 

. Art in a democracy is a spiritual necessity of exist- 
ence and we have reached a stage in the development 
of our society where we need expression through 
the arts. 

3. Society will be judged, not by what man produces, 
but by the manner of man produced. The arts can 

help balance our present over-emphasis on material- 
ism, 

4. The arts are an excellent source of channeling 
emotional experiences, Art expression matures the 
personality. 

5. The arts have both preventive and curative values. 
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WAYS IN WHICH THE ARTS PROMOTE HEALTHY 
PERSONALITY DEVELOPMENT: 


1. Promotion of aesthetic experience contributes 
uniquely to preservation of, integrity:,of individual 
and through this to the ideals of democracy. 

Common experience in youth in the arts contributes 


to a coalescence of social experience and sympathetic 
unity through the arts. 


te 


3. The arts may be utilized to meet the great need 
today for people to work together and to develop 
people for cooperation through the arts and religion. 

+. The arts allow the ego an opportunity to appear for 
itself. 

5. The arts enable man to bring forth his decorative 
side as well as the element of self-expression. 


NEEDS AND PROBLEMS IN THE FIELD OF K 
THE ARTS: 


1. Need to bring school administrators to recognize 
importance of the arts in healthy personality develop- 
ment, and not to eliminate art classes from school 
curricula when funds are short. 


to 


Need for more teacher training for devising methods 
of instruction in the arts which are uniquely suited 
for youth and kindergarten groups. 


3. Need to consider use of arts in field of infant care 
in order to establish early beginnings of healthy 
personality development. 

4. Need to know what are important elements of the 
arts that may contribute most to healthy personality 
development. 


5. Need to understand adolescent level of experience 
and its relation as to how the arts may serve as a 
release to emotional tensions. 


6. Need, on part of teachers, to take individual at level 
of cultural development where found and go on 
with development of healthy personality from that 
point. Must have instructors who see need for this. 

7. Need to emphasize communicative power of the arts 
in addition to the value of self-expression. 


SUMMARY EMPHASIS OF ‘THE SESSIONS 


1. The arts in America today encompass the whole of 
society. Art is accessible to all. An emphasis should 
be placed on recognition of the essential nature and 
value of art by the layman in America today. 


te 


The arts offer the individual the feeling of con- 
tinuity of self through individual first efforts on 
to the appreciation of the works of the great masters, 


Without the benefit of time for the reflection 
and perspective it always provides, it is difficult to 
accurately evaluate the effect of the Mid-Century 
White House Conference on Childrn and Youth. 
Certainly it provided opportunity for many per- 
sons to gather and discuss related problems in 
their respective activities and goals; and certainly 
many gained from this mutual exchange. A more 
tangible and telling measure of the effect of this 
meeting may be found in subsequent reports and 
follow-up activities in the decade that will inter- 
vene before the next such Conference is called 
by the President. 


—Wilma L. West, O.T.R., Executive Director 
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From the Education Office 


With the release of the new clinical training report 
form to the field, Dr. Brandt wrote an article in the 
July-August 1950 issue explainimg its construction and 
proposed use. Comments reaching this of fice in the inter- 


vening months have suggested the need for further 
elaboration to correct current misunder:tandings. In this 
column, therefore, he again reviews the design and plan 
of the report form as a background for the rating process 
and distribution of ratings. Since the type of ratings de- 
rived from a rating form is the ultimate test of its use- 
fulness and validity, the remarks that follow destrve your 
utmo:t consideration, recognition and follow-through, 


In last year’s article on this subject, we pointed 
out the painstaking effort with which members 
of the Sub-Committee on Clinical Training had 
built the content of the present rating form. They 
had safeguarded it at every turn by utilizing per- 
formance elements basic to student clinical train- 
ing. They had buttressed these by defining 
the factors to be considered in evaluating each per- 
formance element. These were put down in black 
and white so that identical standards would be 
used by every clinical training director when rat- 
ing her students’ performance. The committee 
members struck real “pay dirt” when they de- 
veloped the statements descriptive of the level and 
quality of performance. As previously described, 
these statements were chosen so that an accurate 
report of what the supervising therapist had seen 
the student do could be rendered. The word “re- 
port” on the title of this form is used in its truce 
sense. The form is designed to permit the rater to 
furnish a record of the facts in performance. For 
this very reason, adjectives such as “excellent”, 
“fair”, or adverbs such as “always”, “usually”, 
“rarely”, were scrupulously avoided since those 
carry with them judgmental evaluations beyond 
concrete performance, and are subject to every 
variety of individual interpretation. 

The accomplishment of the group in building 
the particular content of the present clinical train- 
ing report form has been greeted with well de- 
served “cheers” by those using the form. It would 
have been grand if we could have stopp2d there— 
just have had a record without attaching a numeri- 
cal value to the performance. This was impossible 
on two counts: (1) the schools have to have not 
only a numerical rating but an actual academic 
grade for the students’ affiliations; (2) a numeri- 
cal rating is required as part of the grading in the 
national registration examination procedure. The 
group decided, therefore, to use the simplest 
scheme which would furnish a proper (approxi- 
mately normal) distribution of ratings. They took 
a nine-point scale for each element in order to 
produce the desired spread. In the Rater’s Guide, 
the assigned value of each of the nine steps on the 
scale was very carefully explained. The report 
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form was turned over to the field for 
use. 

What happened? Ratings ran wild. Why? We 
can only venture some guesses. Maybe you can 
verify them as facts. We see now that it is most 
unfortunate that the total numerical value of the 
report is ninety-nine (99). This is so close to 
one hundred (100) as to make too many people 
think that it is, and should be used, as a percent- 
age scale. This is the worst possible error anyone 
can make, yet apparently many of you have made 
it, for it has led to a clustering of grades in the high 
eighties and nineties. This is entirely out of line 
unless your current crop of students is the most 
superior group you have ever trained. Are they? 

Normally, only ome student out of thirteen 
should receive a total score in the nineties. Actu- 
ally a value of 8 or 9 should be assigned to an 
element of performance on/y in rare instances; 
when: you have had the privilege of training a 
student who is a “natural-born” O.T., a rare speci- 
men. The same would hold for the assignment 
of a | or 2 at the other end of the scale—to one 
who proved herself a complete misfit. Reserve 
your 7 for good performance, your 6 for better 
than average, your 5 for average performance of 
the “run of the mill” O.T., your 4 for “fair to mid- 
dlin” and your 3 for minimal passable perform- 
ance. When all the students are consid:red, the 
greatest bulk of the ratings (70% of them) 
should fall between scores of 30 and 70. 

The important point in these considerations is 
that the values assigned to any rating scale are 
qualitative. They represent a distribution whose 
concentration is at the center with very few people 
at either extreme. It may best be illustrated by the 
following: Given a typical group of forty (40) 
students in training, you would normally expect to 
find them rated on a nine-point scale as follows: 
No. of 
Students 


immediate 


Thus 65° of your students receive a “4,5, or 6” 
rating. Such a picture is realistic; it reflects the 
distribution of performance that is usually found. 

Where the confusion has arisen on the part 
of the training director, the student and the 
school director has been in the interpretation: of 
the total score obtained on the report form. Its 
close approximation to 100% has led everyone 
to regard the raw score value as if it were a 
grade on an examination or one for an entire 
course. The unfortunate thing about such an 
interpretation is that the scale for grading of 
school papers and school marks has an entirely 
different distribution pattern. There the con- 
centration is in the 70% to 85% range, and 
the lower half of the scale is practically non- 
existent. The two scales are representative of 
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different situations and must be handled accord- 
ingly. To attempt to handle the report form 
scale in the same fashion as a school grading 
scale distorts the picture of student clinical 
training performance and renders the report 
form meaningless and invalid. 

What measures can be taken to avert such 
practices in the future? Each individual who is 
involved in the clinical training process — the 
school supervisor, the supervising therapist, the 
student — should be immediately aware of the 
fact that the scores on the clinical training report 
form are not percentages. They are values which 
might almost be considered as percentiles: a score 
in the nineties is one achieved by less than 10% 
of all the students in training; a score in the 
fifties is one that will be achieved by more than 
15% of the students in training; and a score in 
the thirties will be obtained by almost 10% of 
the students in training. To be worthy of a high 
score, students must exhibit exceptional qualities 
of perfermance and be literally “at the top of 
the heap”. Those who have a very poor potential 
for success as an O.T., as demonstrated by their 
performance, should be rated on the lower end 
of the scale. 

Use the entire scale. Report performance as 
you see it. Have the assigned values jibe with your 
written comments. Follow the Rater’s Guide and 
the rating form will do what it was designed to 
do: namely, furnish an accurate and valid rating. 

For the school directors, the matter of assign- 
ing a grade value to the report form rating is a 
separate problem and one which does not involve 
the rating form or the correct rating process. 
We had planned to work out an exact trans- 
lation from report form rating to grade after 
we had secured a sufficient number of cases from 
the field. Past events have demonstrated the need 
for such a conversion table immediately. All 
that can be suggested at the moment is the use 
of a theoretical percentile distribution which 
would place scores as follows: 


93 and above A 8 
85-92 Bt 8 
70-84 B 
35-69 35 
25 - 35 D 10 
24 and below F 24 


Again, these might vary from school to school 
depending upon how grades are allocated in the 
various institutions. For this purpose though, 
all schools should use the same scheme so that 
we can establish uniformity of standards in the 
national registration examination procedure. 


Hyman Brandt, Ph. D. 
Educational Research Consultant 


(Continued from Page 15) 


weaving, sewing, and rooms for recreation. It 
would have a small infirmary with resident 
nurses, and a geriatric clinic. In it an oldster could 
live independently, yet with social association 
and medical protection and stimuluations of all 
sorts to function at a high level. The project 
should be free from governmental control, in 
order to permit necessary experiments and to 
preserve the goal of self-help. I am no economist, 
but I am convinced that this house can be ad- 
ministered within the price that old people can 
afford, although styles would differ according to 
whether the tenants were on old age assistance, 
pensions, or at work. 


We need experiments to create more funda- 
mental reeducation of old people than we now 
possess in public and private adult education 
schemes. They should be of such quality as to 
attract the rich and successful as well as others. 
They should be directed toward secondary careers 
rather than merely to hobbies. They should offer 
what schools do for children—extracurricular ac- 
tivities, sports and social associations. They 
should be able to fit old people for new jobs, 
and they should find the jobs by cooperation 
with industry. 

We need clubs for old people. We need vaca- 
tion resources for them. Most of all we need 
an old age center which could focus and direct 
all of these activities. For they are new, almost 
untried. We lack leadership and know-how as 
well as money. Only in a center with many types 
of special workers and many kinds of projects 
can there be developed the skills and tools to do 
the job. Probably only such a center would be 
strong enough to overcome the lack of faith in 


old age that is common to all of us, especially 
the old. 


These proposals are expensive. We are dis- 
covering that makeshift expedients and charity 
are also expensive. Old age is here to stay. If we 
make our investments in it prudently, we can 
expect it to yield richer returns to larger numbers. 
We can demand that it be as normal a part of 
life as any other. 


(Continued from page 11) 

and to teach the natural history of disease in all 
its phases, acute, chronic, and incurable from 
infancy to old age in a group of buildings which 
separates patients physically for the spiritual 
well being, yet gives them, without exception, the 
most expert medical care available now for one 
of those groups”. 
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PEOPLE YOU SHOULD KNOW 


WILMA L. WEST, M.A., O.T.R. 
A Skete h 


Eva Orto OTe. 


She was appointed Assistant to the Chief, 
Occupational Therapy Branch, Reconditioning 
Division, in the Surgeon General’s Office, War 
Department, while she was still in her twenties. 
A few years later she became Executive Director 
of your national Association. During the follow- 
ing three years this Association under her guid- 
ance, greatly increased the interest and number 
of its supporting members, carried on a program 
of ptomoting the profession and advancing its 
standards, and nearly doubled its annual budget. 
You can find her in WHO’S WHO, but most 
important she is a person whom you would like 
to meet and know. Many of you have done so 
by now and have found that Wilma L. Wesr 
“grows on you” the longer you know her, and 
that at the same time your admiration for her 
grows. 

Born on a farm near Rochester, N. Y., Willie, as 
her friends call her, spent her youth like the 
average youngster who grows up in the country. 
She liked outdoor activities more than school 
work and enjoyed riding horses. While she was 
in high school, a friend of the family presented 
her with a horse which for years was her most 
prized possession. In 1939, Miss West graduated 
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from Mount Holyoke College with a major in 
Economics and Sociology. Influenced by a Career 
Talk given to the Mount Holyoke students by a 
representative of the Boston School of Occupa- 
tional Therapy, she decided in her senior year to 
take up occupational therapy. She was accepted 
by the Boston School of Occupational Therapy 
for their advanced standing course from which 
she graduated in 1941. 

Her first O.T. job from 1941 to 1943 was with 
the Robert Brigham Hospital in Boston, Mass. 
Here, in this well-run and well-organized de- 
partment, Miss West received experience primar- 
ily with arthritic, cardiac and rheumatic fever 
patients, joint measuring for the hospital's medical 
staff, and student training. The individual attention 
with which each patient was treated and the 
therapeutic objectivity prevailing in the depart- 
ment appealed to Miss West's analytical mind 
and this area of O.T. has remained her favorite. 

The purposefulness of and the need for occu- 
pational therapy in the military service always 
attracted Miss West. When she therefore received 
an offer to join the staff of the Walter Reed 
General Hospital, Washington, D.C., she ac- 
cepted it. The next year and a half spent in this 
deparement — first as assistant and later as head 
of the orthopedic section — provided great in- 
spiration, primarily through its Chief of Ortho- 
pedics. He had sustained a hand injury in medical 
school and was told that he would never be 
able to operate. He regained strength and func- 
tion of his hand by milking cows and doing other 
odd jobs on a farm. As a result of this personal 
experience he believed in O.T. and in his referrals 
of patients gave O.T. the chance and credit Miss 
West felt it should receive. When Mrs. Kahmann, 
Chief of the O.T. Branch in the Surgeon General's 
Office, was authorized an Assistant, she chose 
Miss West from all those she knew. With this 
position, which she held from June 1944 until 
August 1946, began a most valuable experience 
for the young O.T. Her duties were numerous 
and varied and consisted of recruiting, processing, 
selecting and assigning to schools the six hundred 
students for the government — subsidized war 
emergency course; visiting the O.T. schools giving 
the Army course and consulting with them about 
this program; directing student training in Army 
hospitals; inspecting Army hospital occupational 
therapy departments; compiling a standard equip- 
ment and supply list for them; writing, in col- 
laboration with others, the War Department 
Technical Manual of O.T.; writing the history of 
occupational therapy in the Army during World 
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War II. There was considerable traveling to be 
done during these years in connection with this 
job, principally in the South, Midwest and along 
the West Coast, besides long hours of work 
behind the desk in Washington. For outstanding 
service in the Surgeon General’s Office, Miss West, 
following her resignation at the end of the war, 
received the Meritorious Civilian Service Award 
of the War Department. She presently holds the 
Commission of Captain in the Women’s Medical 
Specialist Corps, United States Army Reserve. 

Miss West next took the step which she 
thought would give her additional preparation for 
further work with the physical disability patient, 
which was her chosen specialty in O.T. A scholar- 
ship by the Baruch Committee (the only one ever 
granted to an O.T. by this Committee) made 
graduate study possible. For this, she selected the 
University of Southern California, Los Angeles. 
which in 1946 offered the first graduate course in 
occupational therapy in the United States. Her 
curriculum emphasized courses such as dissection 
anatomy, advanced kinesiology and neurology, but 
it also included courses in education, tests and 
measurements—an excellent preparation for her 
actual professional future. 

When in July 1947, the position of the Edu- 
cational Field Secretary in the National Office 
became vacant, the A.O.T.A. Board of Manage- 
ment considered Miss West a most desirable and 
well equipped candidate to fill this position. The 
research program of the Education Office had been 
in existence for only one year. Plans for the future 
development of this program had been submitted 
by the former Educational Field Secretary to the 
Board and had been accepted. Miss West, who had 
always been deeply interested in the educational 
aspect of the profession saw the challenge inherent 
in this program and accepted the appointment. 

After she had been in her new position for a 
short time, she was asked by the Board of Man- 
agement to assume the additional duties of the re- 
signing Executive Director. For five months she 
carried the functions and activities of these two 
positions until the new Educational Field Secre- 
tary was appointed. This was not an easy task. 
Each position by its very nature entailed many 
heavy responsibilities for which there were not 
nearly enough hours in the day. 

As all members of the A.O.T.A. know, Miss 
West has ever since that time effectively managed 
the affairs of our national organization, as well 
as guided the research program of the Education 
Office. Board meeting reports and the Executive 
Director's column in NATIONALLY SPEAKING 
published in A.J.O.T. give only a limited account 
of the many projects and problems of this position. 

One of the most important factors in this con- 
structive career, in the opinion of the writer, is 
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Miss West's philosophy of occupational therapy. 
In her thinking, the specific and pertinent educa- 
tion of the occupational therapist is fundamental 
to our success. She believes in O.T. but she main- 
tains that it can attain the professional acceptance 
we all desire only if we constantly take stock of 
ourselves and strive to improve the value of O.T. 
She carries this attitude of high expectation of her- 
self and others over into everything she does. Her 
standards of performance are an example to all 
who work with her. 

Then there is her ability to tackle problems. 
In her position, she is constantly faced with prob- 
lems which must be solved alone or which have 
to be presented to the Board of Managers, the 
Executive Committee, or the membership. In each 
instance, Miss West collects the facts, clearly and 
logically analyzes the situation, makes her deduc- 
tions and either comes to her own solution o7 
pointedly summarizes the case for the considera- 
tion of others. 

Among her other qualities is a faculty for ex- 
pressing clearly her well-formulated, discerning 
thoughts, either in speech or in writing. Her 
manner of speaking demands full attention and 
respect and her literary style is clear and incisive. 
This talent stands her in good stead in her present 
executive duties, where she is constantly asked to 
address groups of professional and lay persons; 
where she frequently has to conduct meetings; 
where she advises individuals from all over the 
world and from all spheres of life; and where she 
has to present the needs of the Association to 
our Board of Management. The many articles 
which have appeared under her name and the 
various types of reports she has written, all attest 
to this ability. 

When you meet Miss West you are impressed 
with the efficient manner with which she conducts 
the business on hand and with her skill in ad- 
ministration. But you are also aware that Miss 
West is sympathetically interested in your prob- 
lem, that she is warmhearted and sincere and, that 
she has a wonderful sense of humor. Her friends 
think that she has a winning smile which miti- 
gates the weightiness of her position. 

In spite of the tremendous amount of work 
Miss West accomplishes during a working day 
she finds time to pursue several hobbies. During 
her daily commuting from Scarsdale, she keeps up 
on current events and literature. She adores seeing 
a legitimate stage show and enjoys a good movie. 
She admits that Wild Westerns are among her 
favorites. Miss West is an expert horsewoman 
and loves to spend Sunday morning on horseback. 
Last year she spent part of her vacation on a dude 
ranch, where she claims for once she got her fill 
of riding. Music, especially two-piano playing is 

(Cont:nued on Page 37) 
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FEATURED O.T. 


U.S. NAVAL HOSPITAL,' 
ST. ALBANS, N.Y. 


Lt. Helen Ward Caldwell, 
NC, U.S.N., O.T.R. 


The occupational therapy department of the 
U. S. Naval Hospital, St. Albans, N. Y. is 
situated on the main corridor across from the 
hospital library easily accessible to the adminis- 
tration office, orthopedic, neurosurgical and 
medical wards. The U. S. Naval Hospital is 
classified as a general hospital having all types 
of cases. 

The staff includes two Navy nurses who are 
registered occupational therapists, one HMC 
Wave Corps and one Hospital Corpsman, Third 
Class, Occupational Therapy Technician. The 
staff is under the direct supervision of the , re- 
habilitation officer. All patients are admitted to 
the department by prescription card only, either 
by the ward medical officer's referral or the 
patients request for instruction in a particular 
craft. 

The shop is 90’ by 60’ in size, well lighted 
and well ventilated with ample storage and dis- 
play space.-It is divided into an office, craft room, 
woodworking shop, pottery and functional rooms. 
The craft room contains foot and hand printing 
presses, floor and table looms and various work 
tables. Some of the work tables are placed in a 
small group to facilitate group activities particular- 
ly leathercraft. The woodworking shop is equip- 
ed with woodworking benches, electrical equip- 
ment such as a planer, buffers, drill presses, 
grinders, circular and jigsaws, wood turning lathe, 
bicycle jigsaws, treadle jigsaw, bicycle metal 
turning lathe and an electric oven for heating 
plastics. A room called a functional room for 
lack of a better name has two more bicycle jig- 
saws, disc sanding boards, shoulder sanding 
boards, numerous sandblocks, stretch blocks, 
finger flexor exercisor and various other apparatus 
made in the department to treat individual dis- 
abilities. There is a small pottery room contain- 
ing potter's kick wheels, a large gas kiln and 
other equipment necessary for ceramics. 

Bi-monthly the occupational and _ physical 
therapists attend rounds on the orthopedic wards 
at which time X-Rays, case histories and treatment 
of the individual patient are reviewed, referrals 
are made to the two departments and a discussion 
of the current treatments and results obtained 


1The opinions or assertions contained herein are the 
private ones of the writer and are not to be construed as 
official or reflecting the views of the Navy Department or 
the naval service at large. 
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DEPARTMENTS 


on active patients in the two departments are 
held with the orthopedic staff conducting rounds. 

The functional referrals to occupational therapy 
range from fifty to seventy patients on active 
files averaging 700 to 800 treatments a month. 
Crafts are always used when it is possible to 
adapt them to the patient’s disability, such as 
weights on printing presses, graded activity in 
woodworking and plastics, pottery for hand 
disabilities, potter's kick wheel for quadriceps 
strengthening and improving knee motion, loom 
weaving with weight attachments and square 
knotting at various levels for upper extremity 
disabilities. Case records are maintained on 
patients’ individual referral cards: type of treat- 
ment, current joint measurements, and report of 
patients’ progress. These are kept on active file. 

A large range of crafts including silverwork, 
block printing, weaving, woodworking, plastics, 
knitting, crocheting, rug hooking and copper-foil 
tooling is available to the long-term hospitalized 
patient, medical, surgical and the neuropsychiatric 
who is allowed the freedom of the hospital. The 
case load in this category fluctuates as the time 
spent in occupational therapy is entirely up to 
the patient. The number of these referrals range 
in the thirties. 

The ward program is of necessity limited due 
to the shortage of personnel. The tuberculosis 
patients, those on the locked ward of the neuro- 
psychiatric service and a ward of cardiac patients 
are seen once a week. The tuberculosis patient 
is offered only those crafts that have been ap- 
proved by the Chief of the Tuberculosis Service. 
The other wards throughout the hospital are visit- 
ed by the Gray Ladies of the Arts and Skills 
Group of the Red Cross. 

The program of occupational therapy here is 
largely one of rehabilitation. The chief aim is to 
return the patient to duty with the maximum 
functional result. A prevocational program is not 
considered because a patient either returns to 
original duties on active service or is changed to 
veteran or retired status where his readjustment 
to civilian life is aided by the Veterans Administra- 
tion or through the educational services. 


(Continued from Page 36) 

another of her satisfying hobbies. Lately, we are 
told she has also taken a fancy to the paint brush. 

This eulogy of Willie could go on and on. But 
she is modest and does not enjoy being compli- 
mented and it is therefore best to say no more. 
We hope that all of you will at some time have 
the pleasure of knowing her personally. 
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Wentwarth -by-the- Sea 
Hello, Fellow O. T.’s; 


Here we are—the N.N.E.O.T.A.—to remind 
you that we expect YOU to be with us at Went- 
worth-By-the-Sea from September 8th through 
the 15th, for the 1951 A.O.T.A. Convention. 

Could you think of a better way to spend a 
vacation than on the rugged seacoast of New 
Hampshire, swimming in the invigorating At- 
lantic Ocean, or if you wish, swimming in the 
pool filled with salt water heated to 72 degrees? 
Who wouldn't enjoy fishing off the pier, boating 
around the harbor, riding along the bridle paths, 
or playing golf on the sporty 9-hole golf course. 
And wouldn't it be fun to relax in the buffet 
cocktail lounge after a couple of sets of tennis! 

You will share the scenic spots in and around 
Portsmouth, world-famous for its beautiful 
colonial homes and historic shrines; then return 
to New England’s most famous seashore hotel 
for tea with some of the most noted people in 
the field of O. T. 

Are you wondering how to get to this Northern 
New England rendezvous? That's no problem. 
Just study the map and plan your trip accordingly. 
If you plan to fly, the Northwest Airlines 
schedules trips from Boston to Portsmouth daily, 
and the flying time is approximately one-half 
hour. You may wish to take the train which is 
conveniently scheduled and the trip from Boston 
to Portsmouth is about one and one-half hours. 
You will also find the bus service convenient for 
you. If yeu are fortunate enough to drive to the 
convention, you will have the opportunity to 
use the new super highway which runs into 
Portsmouth from both north and south. You will 
also be able to drive along the picturesque Maine 
Coast and through the Lake Region and White 
Mountains of New Hampshire, all within a day’s 
driving distance from the hotel. The Green 
Mountains of Vermont are only a short jaunt 
from here. 

Since many of you received savings banks at 
the Colorado convention, we expect that you 
have already started using them; and for those 


of you who were not able to be there, we suggest 
that you start saving now for the gala convention 


in ‘51. 
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“Orthopedic Rehabilitation of Spinal Cord Injuries.” 
Black and white, sound, 16 mm. Available on loan 
from Institute for the Crippled and Disabled, 400 
First Avenue, New York 10, New York, 1945. 


. Filmstrips on Teaching Daily Activities. Available 


from Filmstrips, Inc., 1307 Sixth Avenue, New York. 
1948. $3.00 a strip. 

“Self-Help Bevices for Rehabilitation”. First in a 
series. New York University-Bellevue Medical Center: 
Institute of Physical Medicine and Rehabilitatien, N.Y. 
Ney, Charles. VIII. Hygiene of the Urinary Tract, 
in: “Evaluation of Disability and Rehabilitation 
Procedures of Patients with Spinal Cord Lesions,” 
by George G. Deaver, Studies in Rehabilitation No. 3. 
Institute for the Crippled and Disabled, 400 First 
Avenue, New York 10, New York. 1947. Page 47. 
50 cents. 

Brown, Mary Eleanor. “Daily Activity Inventories 
of Cerebral Palsied Children in Experimental Classes.” 
The Physical Therapy Review, Vol. 30, No. 9, Sep- 
tember, 1950. 
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EDITORIAL 


DISEMPHASIZING CRAFTS 


Occupational therapy is a treatment media, a 
medical adjunct, and as such should be elevated 
to its proper place on the medical team by the 
occupational therapists themselves as well as by 
their partners. That the latter have done so 
more effectively than the occupational therapists 
speaks well for the treatment program nationally. 
But why do occupational therapists persist in 
emphasizing the media rather than the results? 
When visitors arrive, don’t conduct a Cook's 
Tour of the department. Rather pick two or three 
interesting work products and explain the results 
of that work in relation to the case treated. Did 
the patient get the desired muscle recovery 
through that one activity or was another necessary 
to supplement the treatment, what effect on the 
patient’s personality was evidenced by the ac- 
tivity? In other words express the work as a 
treatment media in: which you cooperated with 
the physician for a desired result. 


It is only by emphasizing the clinical rather than 
the artistic results will we keep our ability fore- 
most. To do otherwise is to relegate ourselves 
to the role of a craft teacher which is poor utiliza- 
tion of our training and narrows our field 
alarmingly. It is emphasizing only one phase of 
our entire program to which at least five years 


of study have been devoted. 


So let’s clean up the departments, relegate 
supplies to inconspicuous corners, refer to our 
shops as clinics, and put ourselves on a profession- 
al level. Remember the doctor, the patient and 
the medical team are interested in the patient's 
results. If a fine craft project also materializes, 
well and good, but our main concern is the im- 
provement in the patient. 

Therefore learn to express our work on a 
clinical level — that is why our training was 
and had to be so extensive — only as we can 
conduct ourselves so shall we be judged. 


“At Your Fingertips” that intriguing book 
compiled by the Colorado Association, is now 
available. In this volume are answers to your 
many questions on crafts. Costs only $2.65, post- 
age included. Order your copy today from 
Josephine Davis, O.T.R., 2239 Larimer St., Denver, 
Colorado. At the same time be certain to order a 
copy for your department. 
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PERSONNEL POLICIES FOR 
OCCUPATIONAL THERAPISTS 
AMERICAN OCCUPATIONAL THERAPY 
ASSOCIATION 
33 West 42nd Street, New York 18, N. Y. 


In response to many requests from administrators as 
well as from occupational therapists themselves, and in 
recognition of its responsibilities, the American Occu- 
pational Therapy Association presents the following state- 
ment on personnel policy. This organization in coopera- 
tion with the Council on Medical Education and Hospitals 
of the American Medical Association assumes responsibility 
for standards pertaining to the education of professional 
occupational therapists. Comprehensive and specific edu- 
cational preparation, both academic and clinical, is required 
to enable the occupational therapist to plan and administer 
treatment for many types of patients. The American Oc- 
cupational Therapy Association is particularly interested 
in the quality of occupational therapy which is available 
for patients. Employers are advised, therefore, that evi- 
dence of qualification in occupational therapy is graduation 
from a school which is accredited by The Council on 
Medical Education and Hospitals combined with registra- 
tion by the American Occupational Therapy Association. 
Professional Service 

Supervised activities are used for their distinct thera- 
peutic value in the treatment of injury and disease, either 
physical or mental, and in furthering adjustment to chronic 
conditions. It is a service which is given only on presarip- 
tion of a physician. At times, it is used as a diagnostic 
aid or in therapeutic testing. It is necessary, therefore, that 
there be frequent contact between the occupational therapist 
and the referring physician so that the treatment or diag- 
nostic program can be planned to meet the needs of the 
total patient and in relation to the rest of his medical 
care. Occupational therapy is a professional service which 
may be used by physicians from all medical specialties. 
Professional Development 

If the increasing need for occupational therapy is to 
be met, both institutions and therapists must accept some 
responsibility for the education of students and for the 
professional growth of those already in the field. It is in 
the interest of the institution to offer adequate facilities 
and careful supervision for occupational therapy students 
who will affiliate from accredited schools. Students are 
a source of stimulation to staff, and their affiliation is an 
opportunity to try out those who may be employed later. 

If able therapists are to be attracted and retained in the 
field, it is essential that they be encouraged to take an active 
part in the growth of their profession by attending profes- 
sional meetings and conferences, engaging in research and 
undertaking advanced study where possible. It is desirable 
that department schedules should be arranged so that staff 
members be permitted to do this for short periods without 
loss of compensation or vacation time. Some institutions 
have found it profitable to give financial assistance, Thera- 
pists are expected to give a return to the institution in the 
form of continued service, increased efficiency, growth in 
professional stature, reports and material which may be 
utilized by that institution. 

Salary and Related Considerations 

The American Occupational Therapy Association recog- 
nizes that today hospitals are faced with rising costs, and 
innumerable related problems. Yet, if occupational therapy 
is to be anything more than mere nominal value in an 
institution, the question of salary and related perquisites 
merits careful consideration. Following graduation from 
high school, the occupational therapist has spent five or six 
additional years in study. If he is to keep up with the 
rapid advances being made in his field, he should continue 
to study from time to time. The American Occupational 
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Therapy Association feels that the occupational therapist 
owes his undiminished energy to his employer and it is in- 
advisable to undertake outside or additional employment. 
In recognition of the above, salary levels should be es- 
tablished in close relationship to those of related profes- 
sions with comparable responsibilities and education, such 
as social service and physical therapy. Local conditions, 
such as housing and transportation facilities, are also fac- 
tors to be considered in establishing salary levels. Provi- 
sion should be made for regular increments based on length 
of service and evidence of increased competence, such as 
continued study. Different levels should be set up for 
administrative and staff positions with supervisory or in- 
termediate positions included in large departments. As a 
guide, the following schedule based on a 40 hour week is 
suggested as a minimum for each grade in voluntary in- 
stitutions, 

Non teaching Center 

Staff Therapist 

$2800 to $3200 

Supervisor 

$3300 to $3900 
Director 
$4000 to $4800 ($333.33 to $400.00 per month) 

Centers concerned with education and research should 
attract particularly outstanding personnel and _ therefore 
the minimum schedule listed above might not apply. It will 
be noted that there are many occupational therapists cur- 
rently employed at salaries which are higher than those 
suggested. While high salaries are most desirable, it is 
intended that this statement serve as a realistic guide which 
most voluntary institutions should be able to follow. In 
tax-supported institutions, the salary range is considerably 
higher. 

Vacations, Sick Leave, Insurance 

Occupational therapy is physically exacting and a gen- 
erous vacation policy will prove good economics for both 
the institution and the individual. A minimum of three 
weeks with pay is recommended after one year’s service. 
Most institutions have an adequate sick leave policy, but 
one day per month which is cumulative according to a 
definite plan or schedule is suggested as minimum, with 
time for medical appointments to be included. 

Similarly, most institutions participate in one of the 
several health insurance plans. Emergency medical care 
on the job is known to save time for both the employer and 
the therapist. 

Charges for Occupational Therapy 

Because occupational therapy is a professional service 
and in order to meet the costs of operating an effective 
occupational therapy department, it is recommended that 
charges be made for occupational therapy. These charges 
should vary with the amount of personal supervision, time 
and effort expected of the therapist and the costs of equip- 
ment and materials used. 

W orkloads 

The purpose of occupational therapy is to render effective 
service to patients. Therefore, if too much administrative 
work or too many patients are assigned to a therapist, 
there is very little opportunity to administer adequately to 
the needs of each patient. There must be time for prepa- 
ration and work up, treatment must be given under careful 
supervision of the therapist, and frequently enough to 
insure progress. For patients receiving treatment for ortho- 
pedic conditions as well as for bed patients, it is some- 
times necessary to develop special equipment, and often to 
give uninterrupted attention. Ten such treatments a day 
are an adequate load for an individual therapist. If all 
or part of the patients under treatment may be seen in 
groups the number could be increased to about twenty. 

The occupational therapist who is alone in a hospital 
and responsible for all the organization and administration, 
the required teaching, together with all the preparation 


($233.33 to $266.66 per month) 


($275.00 to $325.00 per month) 
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and treatments to patients, is at a distinct disadvantage. 
Non-Professional Assistants and Facilities 

The first responsibility of the occupational therapist is 
to plan and to give patients treatments. With the present 
high cost of medical care and the existing shortage of 
qualified occupational therapists, maximum professional 
efficiency and service can be given only if provision is made 
for non-professional assistants to relieve registered occupa- 
tional therapists of clerical and maintenance work. In 
large departments, technical assistants in the arts or in the 
mechanical fields may work under supervision of the re- 
gistered occupational therapist to effectively supplement the 
work of the latter. 

An occupational therapist can render effective service 
to employers, physicians and patients only when he has 
adequate facilities with which to work. It is not always 
a question of additional expense, but the facilities and the 
arrangements under which the occupational therapy de- 
partment functions merit the attention of the administrator. 

The American Occupational Therapy Association pre- 
sents these brief recommendations as a service and further 
inquiry is invited in regard to any of the above. 


(Continued from Page 8) 

the acquiring of insight, to move on to..positive 
identifications and social participation. Occupa- 
tional therapy, when oriented to meet individual 
needs of children, has established its role in this 
therapeutic effort and has indicated the value of 
creative participation. It is of course not the child’s 
work alone that is therapeutic, but the often more 
important relationship through work that ensues. 
The occupational therapist represents for the child 
a gifted and a giving mother or father-figure who 
provides opportunities for the realization of ego 
satisfactions and growth potentials. It is in this 
setting that a vital therapeutic relationship can de- 
velop. We have tried to stress in this symposium 
the necessity for the occupational therapist to have 
insight, whenever possible, into the biological 
problems, the psychodynamics, and the inner life 
of the child. In addition it is evident that the thera- 
pist must learn to recognize the meaning of the 
relationship, her role in the situation, and the 
quality of her feeling for the child. 


Occupational therapy provides for the disturbed 
child opportunities for patterned activity, impulse 
control, the mastery of new skills, and above all 
the realization of constructive and creative goals. 
It can serve specific functions in individual prob- — 
lems. It can help overcome blocking in the ‘neu- 
rotically inhibited child; help the acting-out neu- 
rotic child accept and adapt to restrictions; provide 
increasingly patterned performance opportunities 
for the brain-injured child; enable the schizo- 
phrenic child to establish boundaries and identi- 
ties. Inherent in the occupational and recreational 
experience there are many and diverse therapeutic 
values for the child. These are not simply auxiliary 
services on a children’s ward to provide diversion 
but must be viewed and used as primary forces 
for therapy functioning in an integrated total pro- 
gram. 
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Letters to the Editor 


To the Editor: 


The article, “Workshop on Wheels” by Pauline Zarne, 
in the May-June A.J.O.T., inspired an adaption which may 
be of intere t to occupational therapists working in Veteran 
Administration or Army hospitals. 

A standard white metal medicine cabinet was made to 
serve as tool and equipment receptacle for ward work with 
male mental patients. These standard cabinets may be 
locked, and wheeled to a convenient location when not 
in use, 

My O.T. Aide and I spent about 8 hours to do the 
following: 

Remove shelves, and construct shadow board. 

Bore three holes on each side above the board, and 

insert metal rods to hold lacing and cord. 

Sew canvas bags to hold extra tools, and attach to 
metal rods. 

Replace lower shelves as desired, and use cigar boxes 
as drawers beneath shadow board. The lids of the 
boxes may be used as partitions, and backed with a 
block of wood. 

The shadow board is held at an angle by two small 
blocks pivoted on a nail, and may be removed when 
necessary. It rests on ordinary shelf. 

The enclosed photograph shows completed cabinet. 

We have been very pleased with our adaption, and the 
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aides and nurses who assist in the ward O.T. program ap- 
preciate the convenience of using it. We wish to express 
our gratitude for Miss Zarne’s article in the A.J.O.T.. 
We hope our brief description and illustration may, in 
turn, help others, too, 

Your very truly, 

Laurel B. Heyman, O.T.R. 

Ralph E. Carson, O.T. Aide 


DELEGATES 
DIVISION 


CONNECTICUT 
Delegate Reporter, Ruth K. Woodruff, O.T.R. 


Connecticut Occupational Therapy Association 
greets its fellow-associations and wishes to go on 
record with the following information concerning 
current endeavors and data. 

We are now forty strong in active membership 
and can count fifteen heads among associate mem- 
bers plus two sustaining and one life member. 

Meetings during the past year have been held 
bi-monthly with an executive committee meeting 
falling in each alternate month. This has been 
a successful departure from the two yearly meet- 
ings previously established and has encourage new 
friendships and the development of interest in 
mutual problems. The average attendance at reg- 
ular meetings has hovered around twenty to twen- 
ty-five people. 

Programs have been vatied including educational 
films, lecturers, demonstrations and joint meetings 
with allied professional workers. At the Annual 
Spring meeting, held jointly with the Connecticut 
State Medical Society, Wilma West came to lunch 
with us and presented a philosophical “pep talk” 
on the future of occupational therapy. We heard 
also, from Dr. Walter F. Jennings on amputa- 
tions, from Dr. Benjamin Wiesel on psychiatry 
as it related to the practice of occupational therapy 
and from Jules Holzberg, Ph.D., on the subject 
of recent developments in personality inventories. 

In April we visited the Stamford Rehabilitation 
Center for the Physically Handicapped and were 
treated to a tour of this exceptionally well equipped 
Center and a showing of some very fine colored 
slides depicting patient activities in the shops. Of 
particular merit is the Sheltered Shop now oper- 
ating in Stamford which provides the final step 
in rehabilitation for those severely handicapped 
adults who otherwise might fail to find useful 
work of any kind. 

Lest you think that all has been play, let us 
hasten to assure you to the contrary. Midnight oil 
has been burned aplenty and shirt-sleeves rolled 
up to tackle the two big problems of re-classifica- 
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tion of civil service job specifications and to pre- 
pare a training program for auxiliary personnel 
in State Institutions. 

We can say with some pride and a great sigh 
of relief that the former task, thanks to the her- 
culean labors of several very earnest members, 
is behind us and now awaits the approval of the 
State Personnel office. 

The latter program has been submitted to the 
American Occupational Therapy Association for 
its approval and we hope that it is just a matter 
of months before Connecticut sets up its auxiliary 
training program and begins to fill the gaps in 
personnel shortages so common and frustrating 
to State Hospitals. Our thanks go to two hard- 
working members from Connecticut State Hospital 
for this labor of love. ; 

Recruitment is absorbing a good deal of our 
energies and we now boast two silk screened pos- 
ters representing “a call to arms” and on display 
all over the State. The American Occupational 
Therapy Association has been supplied with some 
of these posters and hopes to be able to reproduce 
them for general use in recruitment. 


Officers 


President: Ruth McCrumm, O.T.R. 
Vice-President :Janet Small, O.T.R. 
Treasurer: Frances T. Miller, O.T.R. 
Secretary: June Sokolov, O.T.R. 
Delegate: Ruth K. Woodruff, O.T.R. 
Alternate Delegate: June Sokolov, O. T. R. 


WISCONSIN 
Delegate Reporter, Jeanne Foy, O.T.R. 


The Wisconsin Occupational Therapy Associa- 
tion has held eight meetings in the past year. 

Two films were shown at the first meeting in 
December. One was a Canadian production titled 
“Hostility” while the other, shown by Miss 
Marjorie McKillip, was a film of the annual picnic 
for patients at the Asylum for the Chronic Insane. 
The Delegate’s report was also given at this meet- 
ing. 

The next three meetings were devoted to lec- 
tures. In January Dr. M. G. Peterman spoke on 
“Epilepsy”. Dr. R. Waisman was lecturer for 
the next two months and chose as his subject 
“Neurological Basis of Disease”. Members of 
allied professions were invited to these meetings. 

In April we held our “talent sale” at which 
time articles made by members were sold to raise 
funds for the Association. 

May was a busy month with Tri-State Conven- 
tion in Chicago, meeting with the State physical 
therapists and our annual dinner. We have found 
the combined meetings with the physical therapists 
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to be of particular value. This year our theme 
was “Spinal Cord Injuries”. At our annual meet- 
ing Mr. Emil Kronquist, an outstanding metal 
craftsman and teacher, spoke to the group and 
newly elected officers were installed. 

Our year of activities was completed by a pic- 
nic held at the Convalescent Home in June. 

As with other Associations our main objective 
this year has been to work on the recruitment 
program. Miss Marion Neuman and Miss Polly 
Birdsall are Co-Chairmen of the Committee. They 
have started several projects among which have 
been five talks at Career Days held in High 
Schools. A series of articles are being published 
in a local newspaper and to date have created 
much interest. We are using our funds for the 
purpose of recruitment. 

Our membership total is now 75 and the aver- 
age attendance at a meeting is 35. Our officers 
are as follows: 

President: Miss Marjorie McKillip, O.T.R. 
Vice President: Miss Marion Neuman, O.T.R. 
Secretary: Miss Catherine Carlisle, O.T.R. 


Treasurer: Miss Janice Olson, O.T.R. 
Delegate: Miss Jeanne Foy, O.T.R. 


OHIO 
Delegate Reporter, Mildred Schwagmeyer O.T.R. 


During 1949 the growing Ohio Occupational 
Therapy Association decided that state wide meet- 
ings would be limited to one each year held in 
the spring. At the same time greater emphasis was 
to be placed on organization and program plan- 
ning in the three regional groups. This action 
was taken because although the largest group of 
therapists was developing in the Cleveland area, 
state members were very widely scattered through- 
out a large state making travel time to two state 
meetings a problem. 


The first year has been completed under this 
plan and a review of activities seems to indicate 
that it was a good idea. The 1950 State Confer- 
ence was held in Cleveland May 4-5-6. The pro- 
gram was planned by the Cleveland group and 
was well organized and well attended. The prin- 
cipal objective underlying the program was to 
increase our knowledge of occupational therapy 
as treatment. 

Now for a brief look at what has been going on 
in the regions of the O.0.T.A. All three groups 
have enjoyed some strictly social evenings and 
picnics which we will not repeat in the following 
list of events. All hold from six to nine meetings 
during the fall-winter-spring months. 

The Dayton Region under the chairmanship 


AJOT V, 1, 1951 


e e 
4 
} 
3 


of Miss Mary Hinders, O.T.R., lists the following 

programs: 

— Round Table Discussions by therapists on 

problems presented by volunteers. A wire 

recording was made of the summary. The 
meeting was held at the new C. P. Clinic, 

Barney Children’s Center. 

Christmas party—with skit on “The Harassed 

O.T. at Work in the pre-Christmas Rush.” 

“Speech Therapy and Its Coordination with 

O.T.” Miss Carol Frank, O.T.R., Dayton Gor- 

man School. Included a demonstration of edu- 

cational toys used. 

— Ceramics Demonstration at Miami Valley Hos- 

pital, Dayton. 

“Occupational Therapy and Tuberculosis”, Di- 
rector of the T.B. Unite at Veterans Hospital, 
Dayton. 

“Medical Social Work”—Mrs. Marie Oswald, 
Director of Social Service Work at Veterans 
Hospital, Dayton. 

The Cleveland Region, with Miss Hannah Spiro, 

chairman, concentrated on the preparation of the 

excellent state meeting held in May but reports 

the following meetings during the fall of 1949. 

— A dinner meeting followed by a panel on 
Volunteer-Therapist Relationships with Miss 
Jane Kingsley, O.T.R. as moderator and Mrs. 
Ruth Lucas, Director of the Central Volunteer 
Bureau of Cleveland and Mrs. Margolis, a 
typical volunteer as discussants. 

— At Lakeside Hospital—subject: “Occupational 
Therapy in Neuro-psychiatric Hospitals. Mr. 
Guy Morrow, O.T.R., was moderator and on 
the panel were Dr. Bochner, Professor of 
Neuro-psychiatry, Western Reserve University 
School of Medicine; Dr. Gamble, Director of 
Physical Medicine, Cleveland Clinic; Dr. 
Gordon, Clinical Director, Cleveland State Hos- 
pital; and Dr. Merritt, Assistant Superintend- 
ent, Cleveland State Receiving Hospital. 

The Columbus region with Miss Katherine 

Tenke, O.T.R., chairman, feeling that both the 

student group on the campus of Ohio State Uni- 

versity and the professional group would benefit 
by closer relationships, made a point of including 

students in meetings and entertained them at a 

special party. The student group tossed the bali 

back with a picnic and everyone had fun. Other 
programs were as follows: 

— “Time and Energy Saving in the Home” by 
Miss Ruth Beard, Assistant Professor in the 
School of Home Economics at O.S.U. 

— “Time Out’—Army film on the treatment of 
Tuberculosis, including a good view of O.T. 

— “Group Work and Its Relationship to Occu- 
pational Therapy” by Dr. Helen Rice, Associ- 
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ate Professor, School of Social Administration, 
OSU. 
— “The Columbus State School and Its Program” 
by Dr. Persis Simmons, Clinical Psychologist. 
— Guests of the local Physical Therapy Assn. to 
hear Dr. Hugh Missildine, Psychiatrist, Chil- 
drens Hospital. 

All three regions have set up local committees 
to work with Miss Rachael Martiny on Publicity 
and Recruitment. Activities have included a good 
deal of letter writing to both colleges and high 
schools throughout the state, some talks and radio 
and television programs. 


Officers 
President: Mr. Guy Morrow, O.T.R. 
Vice-President: Miss Rachael Martiny, O.T.R. 
Sec’y-Treasurer: Mrs. Irene Jamison, O.T.R. 
Delegate: Miss Mildred Schwagmeyer, O.T.R. 
Alternate: Mrs. Katherine Kelly Sullivan, O.T.R. 


NORTHERN CALIFORNIA 
Delegate Reporter Louise Burton, O.T.R. 


The Northern California Occupational Therapy 
Association started the Fall season 1949, with a 
“get-acquainted” picnic in September. Twin Pines 
Sanitarium at Belmont opened their new barbecue 
pit and patio near the O.T. cottage to us. The more 
energetic played badminton, all of us ate and de- 
cided it must be pretty nice to work in such homey, 
country surroundings. 

The first business meeting was held in October 
at The Children’s Hospital of the East Bay where 
we heard an enthusiastic report of the Detroit 
Convention from Meryl Van Vlack. 

Mr. Charles Strube, of the St. Paul Mercury 
Indemnity Insurance Company, told us of the pit- 
falls of malpractice at our November meeting 
which was held at The Rehabilitation Center of 
San Francisco Inc. 

One of our special features is the Round Table 
Meeting which was held this last year at the Stan- 
ford Hospital following a delicious dinner. We 
broke up into small groups and had informal dis- 
cussions on cerebral palsy led by Janet Juve. 

The P.T.’s and O.T.’s working in the State pro- 
gram for Cerebral Palsy joined forces one evening 
in February to put on a demonstration at the New 
Chandler Tripp School in San Jose. About 200 
P.T.’s, O.T.’s and parents attended. The children 
went through their paces beautifully and the meet- 
ing was a high light of the year. 

Some time ago we decided that many of our 
members are doing interesting jobs which should 
be aired. In March Barbara Knapp took us on a 
wonderful mental trip to Warm Springs, Georgia, 
where she had taken the course last fall. 
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In April we had our annual business meeting. 
The occasion was lightened by excellent films of 
Pre-Frontal Lobotomy by Dr. James A. Cutting 
and a collation which we supped while hearing 
the reports. 

Mills College planned a combined recruitment 
of their student body with our May meeting and 
dinner. The new film of the Redwood City Cere- 
bral Palsy School was shown and a talk on the 
fields of O.T. was given by Shirley Y. Sherill. 

The installation of officers as announced by the 
Election Committee at the June meeting is a new 
feature. This year we invaded the Veteran’s Ad- 
ministration Hospital at Palo Alto and were happy 
to have Meryl Van Vlack back from Van Nuys. 

After this business and a tour of the Shops we 
adjourned to the Allied Arts Studios for tea. These 
studios house a group of artisans working and 
living in a charming adobe hacienda. There are 
gift shovts, art in action and the tea room. which 
is operated by the Auxilliary of the Stanford Con- 
valescent Hospital. We wish you all could join us 
in the Spanish setting some June. 

San Francisco is a big convention city. Many of 
our members participated in the American Pedia- 
tricians and the American Medical Association Con- 
ventions. 

Mary Booth, Elsa Hill and Louise Burton flew 
to Seattle for the Western Conference for O.T.’s 
and P.T.’s. There was a grand turnout and it was 
very stimulating. 

Connie Arnold, Mary Booth and Anne Murray 
took the O.T. course at U.S.C. this summer. 

Three new departments, Miamonades Chronic 
Hospital, Mt. Diablo Child Training Center and 
the Chadler Tripp School have been started. The 
Rehabilitation Center of San Francisco Inc. has 
also opened a speech therapy program. 

Our pride and joy is our local directory which 
we hope to have published biennially. Conies have 
been sent to all the delegates and more are avail- 
able if you should want one. Maryland sent us 
congratulations . . . a thoughtful gesture. In the 
Directory we have 85 regular members and 10 
students with addresses, positions and schools. It 
was a big job but we made it! 

Of ficers 

President and Alternate Delegate — 

Eleanor Jean Wood, O.T.R. 

Vice President — Eleanor P. Mann, O.T.R. 

Corresponding Secretary — Sylvia M. Gregory, O.T.R. 

Recording Secretary — Anne Henderson, O.T.R. 


Treasurer — Shirley Y. Sherrill, O.T.R. 
Delegate — Louise Burton, O.T.R. 


TEXAS 
Delegate Reporter, Cornelia Ann Watson, O.T.R. 
The fifteenth annual meeting of the Texas Oc- 
cupational Therapy Association was held in Texas’ 


44 


largest city, over the weekend of April 22-23. The 
Houstonian O.T.’s arranged a program aimed to 
have the members return to their jobs with an in- 
creased awareness of the advances in some the fields 
of medicine. The entertainment committee in- 
cluded a gala breakfast at the fabulous Shamrock 
Hotel for the visiting therapists. 

The business meeting included a discussion of 
recruitment in the Texas area, partial payment of 
the delegates expenses to the National Convention, 
and items on the delegates agenda. Thirty-three 
members and about twenty-five guests registered 
for the two day sessions. The speakers and their 
programs were as follows: 

Dr. F. Carter Pannill, Jr. “New Developments 

in the Treatment of TB” 

Mrs. Frances Alterman “P.T. in the Treatment 

of Chest Surgery” 

Dr. Moody C. Bettis “Neuro-psychiatry” 

Dr. Ozro T. Woods “Mental Health” 

Dr. Ben L. Boynton “Restorative Medicine” 

Dr. William S. Fields “Neurology” 

Due to the size of our state, the Association has 
only one scheduled meeting a year. The therapists 
in the Dallas-Fort Worth area met in January at 
Miss Katherine Little’s home for a film program. 
Nineteen therapists and friends were present to 
see, “Therapeutic Exercise for Tendon Trans- 
plants”, “Therapeutic Exercise on Thoracic Sur- 
gery”, and “Recreational and Occupational 
Therapy”. 

Our recruitment chairman, Miss Katheryn 
Curran, and her committee have divided the state 
into smaller sections for a more thorough distri- 
bution of the recruitment material. 

Ar the present time there are 58 active members 
and 23 associate members in the Texas Occupa- 
tional Therapy Association, with the largest per- 
centage in the veteran’s hospitals. 

Of ficers 

President, Mrs. Lucile Land Lacy, O.T.R. 

Vice-president, Miss Ann Melcher, O.T.R. 

Secretary-Treasurer, Miss Barbara Pickett, O.T.R. 


Delegate, Miss Cornelia Ann Watson, O.T.R. 
Alternate, Miss Barbara Pickett, O.T.R. 


MISSOURI 
Delegate Reporter, Agnes F. Rickman, O.T.R. 

While the Occupational Therapist’s Association 
of Missouri is among the smaller state associations, 
an active and interesting 1949-1950 year was en- 
joyed by the membership. 

There were 7 general meetings and 1 joint phys- 
ical therapy and occupational therapy meeting. Out 
of a membership of forty, including 2 associate 
and 3 student members, there was an average at- 
tendance of 25. 

The programs planned were sufficiently diversi- 
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fied to be of interest to those working in the vari- 
ous fields of O.T. With the exception of one, all 
were dinner meetings. The majority were held at 
the St. Louis O.T. Workshop through the courtesy 
of the director, Miss Marion Clark. 

Two of the meetings were held at the more re- 
cently opened departments in local hospitals giv- 
ing the membership an opportunity to see their 
nice new equipment. One of these was at St. 
Mary’s Hospital where Sister Vivian, O.T.R., was 
hostess to the group. Dinner was served in the 
tea room and a business meeting held later in the 
auditorium. 

The October meeting was held at the Alexian 
Brother's Hospital where Mrs. A. Ward Lockhart’s 
O.T. department was visited. The Brothers very 
graciously served a delicious dinner. Dr. Robert 
Britt conducted a panel discussion on complete 
treatment of the N.P. patient. A tour was made 
of the psychiatric section where nursing service 
gave a demonstration of cold packs and continuous 
tubs for sedation. 

One meeting of outstanding interest was an ex- 
periment in group dynamics. The topic was “Cor- 
relation of Medical Therapies in Rehabilitation of 
the Patient”. Mr. William Hartnett, Director of 
Health Education and Rehabilitation for the Mis- 
souri Tuberculosis Association, acted as co-ordin- 
ator. Representatives of other local agencies 
assisted in the spirited discussion. 

Our annual meeting with the physical therapists 
is always anticipated with keen pleasure. This year’s 
joint meeting, held in February, was a symposium 
on arthritis. Dr. Paul Hagemann, Dr. A. J. Kotkiss 
and Dr. Sedgwick Mead made up the panel, dis- 
cussing the various aspects of arthritis and the re- 
actions to the new therapies. 

The aliveness of the Missouri Association is re- 
flected through the activities of the various com- 
mittees. Outstanding work was done by the com- 
mittee set up to study the merit system of Missouri. 
Visits were made to state instiutions, joint meetings 
were held with other groups studying this same 
problem and one visit was made to Jefferson City 
to consult with state officials. 

The committee on recruitment, chairman Miss 
Helen Harkness, especially deserved commenda- 
tion; many hours were spent in making the un- 
usual exhibits and placing them in strategic public 
places. The members contacted vocational coun- 
sellors in state high schools and colleges and fur- 
nished speakers for career day programs. 

The years activities were concluded in May with 
the annual meeting, a delightful picnic at Miriam 
Convalescent Home. Miss Marjorie Ball, the re- 
tiring President, was hostess. There was a un- 
animous expression of appreciation to Miss Ball 
for her splendid work as president. A special guest, 
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Dr. Eugene H. Weissenberg, told of his experi- 
ences in Europe during the war. 


Of ficers 
President — Miss Elizabeth D. Waller, O.T.R. 
Vice-president — Marion Herman Kienker, O.T.R. 


Treasurer — Ruth Melsheimes Leebrick, O.T.R. 
Delegate — Agnes F. Rickman, O.T.R. 
Alternate Delegate—Miss Marguerite E. Bick, O.T.R. 


Book Reviews 


SQUARE DANCES—KEELER CALLING 


Tone Art Record Company 
$4.75 plus tax 
Reviewgd by: Wanda Misbach Edgerton 

An album of four unbreakable, vinylite plastic, ten 
inch records timed for actual dancing. To be played on 
the standard 78 r.p.m. machines. 

Music is by Mac Ceppos and his Country Rhythm Boys, 
the calling by Elisha Keeler. Both were featured in recent 
R.K.O.-Pathe Screenliners “Square Dance Tonight” and 
“Country Rhythm”. 

Dances included are Red River Girl. Dig for Oysters, 
Birdie in the Cage, Ladies in the Center, Cut Off Three 
on a Side, Lady Round Lady and the Gent. Follow. Play- 
ing time allows couples one and two of a dancing set to 
complete the figure and then for the whole set to perform 
a figure involving all four couples. The record is re- 
peated for couples three and four so, unlike some records, 
it is possible to perform a whole dance by playing one 
side, 

One record is given over entirely to “walkthrough” 
instructions for all six dances. The caller explains each 
dance and calls it without music so that the dancers may 
“walk through” the figure before dancing it. These in- 
structions are given clearly and simply and are so divided 
on the record that it is an easy matter to play the appro- 
priate set before each dance record. 

In addition to the recorded directions for each specific 
dance there is a printed sheet of general instructions with 
explanations of square dance terms used on the records, 

The socializing value of square dancing in the give and 
take required within a small group has long been recog- 
nized, but most of the recordings available heretofore have 
been better adapted to listening than to actively participat- 
ing groups. Mr. Keeler has been calling and teaching 
square dancing for years. He has an infectious calling 
style and unusually clear diction. This album is recom- 
mended as one which should prove readily adaptable to 
a variety of hospital and similarly specialized situations. 


INTRODUCTION TO PSYCHIATRIC 
NURSING 


Marion E. Kalkman, R.N. 

Director of Nursing and Director of the Illinois School 
of Psychiatric Nursing, Illinois Neuropschiatric Institute, 
Chicago 
McGraw-Hill Book Company, 1950 
369 pages, $3.75 
Reviewed by: Wanda Misbach Edgerton 
In the foreword Dr. Francis J. Gerty observes that 
psychiatric nursing is a “profession in which interpersonal 
relationships are of pre-eminent importance. One entering 
it should be educated into a full conscious awareness of 
the qualities required for success and be stimulated to 
acquire these qualities. Inevitably then, the program of 
instruction will stress the study of personality growth and 
development as it applies not only to patients, but also 
to nurses. The student will learn that she must investigate 
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the fitness of herself as an instrument used in the treat- 


ment of others. . . . Effecting this internal change in the 
nurse is the problem in psychiatric training.” 

In this book Miss Kalkman has made a valuable con- 

tribution to this aspect of psychiatric education that is 
not . limited to her own profession. Designed as an 
elementary text for nurses entirely unfamiliar with psy- 
chiatric work there is much here in helpful, well organized 
form to enrich the understanding of occupational therapy 
students embarking on their first psychiatric affiliation. In 
fact, it is written so simply and so clearly it should prove 
valuable in any kind of training program whether fo 
professional students, or volunteer workers, 
The chapters Understanding the Patient, Technique of ob- 
Observation, Teamwork in Psychiatric Treatment, Record- 
ing and The Nurse’s First Experience on a Psychiatric 
Service are especially transferable to occupational therapy 
needs, 


SHORT TERM POLIO COURSES 

Orthopaedic Hospital, Los Angeles, announces 

courses to be given May 21-25, October 22-26, 
on the total treatment of the poliomyelitis patient. 

Courses are open to registered occupational 

therapists and are given jointly with physicians, 
nurses and physical therapists. Material covered 
in each course is designed to show the over-all 
treatment of the patient from the acute through 
the chronic stage of poliomyelitis. These courses 
are aided by a grant from the National Founda- 
tion for Infantile Paralysis. 

For further information and enrollment, write: 
Miriam Thompson, Director Occupational 
Therapy, 2400 South Flower Street, Los 
Angeles 7, Calif. 


CLASSIFIED 
ADVERTISING 


Classified advertising accepted for POSITIONS WANTED 
and POSITIONS AVAILABLE only. Minimum rate $3.00 
for 3 lines; each additional word ten cents. (Average 56 
spaces per line). Copy deadline first of each month pre- 
vious to publication. 


POSITIONS AVAILABLE 


Responsible position for Registered Therapist available 
in N.Y. State Health Dep’t. Hospital. Full support of the 
Occupational Therapy and Rehabilitation Program from 
the Medical Staff. Excellent opportunities for ambitious 
person to acquire valuable experience and_ prestige. 40 
hour 5 day week, Liberal vacation, holidays and sick 
leave paid. Salary $3036.00 with 5 annual increments to 
$3714.00. Full maintenance available for $20.00 semi- 
monthly. Write to Richard Nauen, M.D., Medical Di- 
rector, J. N. Adams Memorial Hospital, Perrysburg, New 


York. 


Occupational Therapists wanted in a_ progressive, 
psychiatric teaching hospital. Civil service, vacation and 
sick leave with pay. Write to Guy Morrow, O.T.R., 
Supervisor of O.T. Cleveland State Hospital, Cleveland 
5, Ohio. 


Excellent opportunity for 
therapy department in large 
Thomas L. Bartley, Personnel 
State Hospital, Pueblo, Clorado. 


director of occupational 
state hospital. Address 
Department, Colorado 


Registered occupational therapist with psychiatric ex- 
perience for work involving development of occupational 
therapy program, Personnel Office, Room 408, City and 
County Building, Denver, Colorado. 


O.T.R. — permanent position — 100 bed modern 
tuberculosis Sanatorium. Beginning salary $2,700. Write 
Chas. K. Petter, M.D., Lake County Tuberculosis Sana- 
torium, Waukegan, Illinois. 


Applications invited from Graduate Registered Thera- 
pists, either man or woman, for a position of responsibility 
in a large psychiatric hospital in the East. Progressive, 
well organized department. Student training program, 
good living conditions. Civil Service and excellent oppor- 
tunity for advancement for a therapist who has proven 
or can demonstrate ability. Outline experience first letter. 
Write O-5, American Journal of Occupational Therapy. 


Wanted mmediately: qualified occupational therapist 
for Cerebral Palsy Clinic. State qualifications and salary. 
Mrs, J. F. Haydu, Exec. Sec’y. Kanawha County Society 
for Crippled Children, 214 Professional Bldg., Charleston, 
W. Va. 


Qualified occupational and recreational therapist Nevada 
State Hospital, Reno, Nevada. Salary $200.00 a month 
plus full maintenance. Write Superintendent. 

V. A. Hospital, American Lake, Wash. 


Miriam Convalescent Rehabilitation Hospital, 501 
Bacon, Webster Groves 19, Missouri. Position available 
as Director of O.T. Salary $4,000, paid vacation and 
holidays. 


Occupational ‘Therapists for large psychiatric hospital 
located in New England. Progressive, all-inclusive pro- 
gram for patients. Student affiliations with excellent edu- 
cational program. Modern home, good food. Maintenance 
optional. Liberal retirement plan and illness policy. Paid 
vacations and holidays. Write to Director of Occupational 
Therapy, Norwich State Hospital, Norwich, Connecticut. 


OCCUPATIONAL THERAPISTS — positions avail- 
able at the Fairfield State Hospital, Newton, Conn. 


Active, extensive program; clinical training center; 
recent salary inereases; forty-hour week. Apply to 
Superintendent. 
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KLONDIKE 
NOVELTY AND JEWELRY FINDINGS 


The enswer to your pro“lem! 
A low cost therapeutic activity! 


Patients who need occuvational therapy will enjoy 
creating attractive articles, especially when the ex- 
pense is low. They can easily make fascinating 
novelties and jewelry from this bountiful supply of 
parts for bracelets, brooches, earrings, pins, neck- 
laces, rings and many other items. 


A 5 lb. package consists of novelty and jewelry parts 
assembled from various bankrupt concerns—thus 
our low price. In it you'll find jewelry parts and 
findings, imported stones and beads in all shapes, 
colors and sizes. 


5 lb. package only $7.50. Prepaid only. 


MERCHANDISE DISTRIBUTING COMPANY 
Dept. OT-2, 19 E. léth St. New York 3, N. Y. 
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CERAMISTS’ SUPPLIES 


CLAY BODIES - PREPARED GLAZES 
UNDERGLAZE COLORS + OVERGLAZE COLORS 
SUPPLIES - EQUIPMENT 


Just dab a brush into any of 
the new liquid overglaze or 
wnderglaze colors and apply 
to your ware. Thin as de- 
sired. It’s as easy as that! 
Available in 15 shades. 


These electric kilns give ac- 
curate heat, controlled with- 
in close temperature limits. 
Constructed throughout for 
long firing service. Four 
sizes available. 


Write for complete 
Details and Prices 


~Drakenteld 


45-47 Park Place 
B. F. DRAKENFELD & CO., INC. New York 7, N.Y. 


YHIS CATALOG 
TELLS HOW 
You can enrich your 
therapy program by 
investigating the possi- 
bilities that our leather 
craft line offers. Write 

for this free book. 


EXCELLENT LINK IN O. T. WORK 
Occupational Therapists all 


over the country have praised 
our product. 


Many use it as the first step in their train- 
ing program. For fourteen years we have 
been concentrating on the “occupational” fac. 
tor in Therapy Training, to provide hundreds 
of handicapped people a means of adding to 
their income through the sale of finished 
leather products made from our craft kits. 


S & § LEATHER COMPANY, INC. 


Colchester 4, Conn. 


CRAFT METALS 


ALUMINUM 
BRASS 
COPPER 


NICKEL SILVER 
PEWTER 
SPECIAL BRONZE 
STERLING SILVER 


Catalog on Request 
to 
Occupational Therapists 


T. B. HAGSTOZ & SON 


709 Sansom St. Philadelphia 6, Pa. 


QUALITY METALS 
SINCE 1898 
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Porrers WHEELS 


For twenty-five years the leading British design 

for Occupational Therapy, Handicraft Classes and 

Art Potters. Foot or Electric Drive Models avail- 
able for prompt shipment. 


Catalogue and prices gladly sent 
on application 


POTTERS EQUIPMENT CO. 


73-77 BRITANNIA RD., LONDON, S.W. 6 
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Now! An astonishing new brushless 
paint that mixes right 
on the wet paper 


HANDIPAINT 


Just shake powder on wet 
paper — Smooth and blend 
it with a wet hand — Finished 
painting dries without pressing 


Here’s a teacher’s dream paint! 
si Needs no preliminary mixing, 

leaves no subsequent surplus. 
You simply sprinkle Genie 
ie Handipaint powder on wet 
Handipaint paper, then 
spread it with a wet hand. 
When your painting is 
finished, it lies flat and 
smooth, dries without 
ironing. Genie Handi- 
paint never freezes, 
never spoils. It is 
economical, harm- 
less to skin or 
clothing, easy to 
use. The card- 
board canister 
opens and closes with a 
simple turn of the metal 
shaker top. 4 or 8 oz. 
size, in red, yellow, 
blue, green, brown or 

black. To learn more about this sensational new me- 
dium, send for Genie Handipaint Folder to Dept. AJ, 


BINNEY & SMITH CO. 
41 East 42nd Street, New York 17, N. Y. 
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help make their HANDS 
MORE CREATIVE with 
x-acto Knives and Tools 


X-acto precision knives and tools give untrained hands the 
confidence that makes them creative. 

X-acto originates attractive handicraft projects . . . goals 
easily accomplished. The finished product gives the pride 
of achievement that comes only with doing something well 
with the hands. 

For your patients’ activities . . . boat whittling, model air- 
planes, woodcarving, leathercraft, model railroads or any 
other handicraft . . . select ‘‘designed-for-the-job’” X-acto 
knives, tools and handicraft kits. X-acto offers the complete 
line of handicraft knives, interchangeable blades, tools and 
attractive kits. 


From 25¢ to $30.—at dealers everywhere 
—or contact your jobber. 


Send 10¢ to cover postage 
for our new illustrated 
28-page Catalog. 


X-acto Crescent Products Co., Inc. 
440 Fourth Avenue, New York 16, New York 


Truly a patient pleaser, 
moldable THERA-PLAST 
eliminates forever the boredom 
of dated rubber ball therapy 
Exciting and different, THERA- 
PLAST, inspires a keen interest 
that leads to voluntary patient 
participation through even 


the longest treatment periods. 


Pull it 
like taffy! 


« Bounce 
like a ball! 


Ideal for traumatic injuries 
and illnesses of the fingers, hands, wrists, 
and forearms, THERA-PLAST'S 

ability to absorb filler content guarantees complete 
exercise contro! at all times. Patients pull THERA-PLAST 
for coordinative manipulation, or work it in 

the mass for purely resistive effect. 


THERA-PLAST’S high interest features include its 
ability to temporarily transfer newsprint 
cartoons as well as bouncing properties for 
throwing exercises. Physicians report 
THERA-PLAST valuable in the treot t 
of fractures, soft tissue injuries, arthritis, 
cerebral palsy, and poliomyelitis. 


At your surgical supply house or write 
for your professional sample and 
descriptive literature today. 


154 Nassau St., New York 7, N. Y. 
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LEATHER PROJECTS 
in BULK 


Precision cut — Quality 
Leather Kits 


Prepared especially for you. 
Popular projects in your 
choice of the finest leath- 
ers at the best prices. 


Write today for price 
sheet of Amco special cut 
projects in bulk. 


Free: New revised 80 page genera! crafts catalog. Order 


your copy today. 


i comra 
MAIN OFFICE ANO MAIL ORDER DEPT 
SOUTH ST,, EAST ORANGE, NEW JERSEY 
~ RETAIL stoees 
TREET NEW YORK 17 N Y @ $450 HARBISON ST FAST OB ANGE N 
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WARP 


WEFT 


HEADQUARTERS for 
Hand Looms and SS 
Weaving Supplies 


Golden Rule * Linen * Cotton 
Wool * Carpet Warp * Rug Roving 
Lily Mills Cottons 


LOOMS 

~-ECLERC * STRUCTO * MISSOURI 

4AMMETT * UNION * GALLINGER 

STEEL HEDDLE * REEDS * FRAMES 

HEDDLES 
TEXT BOOKS: All Popular Editions 

Carried in Stock 

large Variety of Flat-Rug-Boat Shuttles 

Always in Stock 
SWEDISH BOBBIN WINDERS 
LUREX METALLIC YARNS 
CONSULTANT SERVICE 


CATALOG and SAMPLE BOOK .. . 35c 


Free to if on 


Letterh 


Hughes Fatweett, gnc. 


DEPT. 950T 
Tis Franklin Street New York 13, N. Y. 


A fascinating new craft 


CASTING WITH PLASTICS 


No special equipment or 
machinery necessary 


© As easy as pouring water out of a glass. 


@ Hardens quickly. A wide variety of castable 
materiels—clear plastic or opaques that are 
similar to ivory, ebony, marble, porcelain, 
stone. Mold-making simplified with our new 
rubber and latex compositions. 


® SCHOOLS throughout the country are adapt- 
ing PLASTICAST products to their Manual 
Training and Vocational courses. 


@ WRITE for large free catalog which explains 


methods fu 
HOBBYCAST PLASTICS, INC. 
4637 N. Kedzie, Chicago 25 


Western Office: Plasticast Company, Dept. 25, 
P.O. Box 987, Pale Alto, Cal. 


semi-precious 


stones 


for jewelry and metalcrafts 


ONYX CABOCHONS—beautiful- 
polished, oval ring size $1.50 ea. 
CHINESE JADE ea 
5 ea 
TURQUOISE or CORAL—oval case, 
8 


10 DIFFERENT STONES—all 
IMPORTED JEWELERS SAW BLADES— 
unbelievabl ond. long lasting 


oz. per gross 
EARRING CLIPS .. . pi 
EARRING SCREWS (sterling) ... 50c pr. 


Send for intriguing book!et! Lists stones, supplies, 
findings as well as useful information about stones. 
Free on request. 


SAM KRAMER 
dept. O. 29 W. 8th St. New York City 


e O.T. HANDICRAFT PACKET 


LEISURECRAFTS HAVE CONSOLIDATED A JUMBO-SIZED 
PACKET of up-to-date leaflets and folders on all phases of handi- 
crafts available to YOU in Occupational Therapy. Chock full 
of information on leathercraft, textile painting, braiding, etching, 
copper work, shell crafts, clays, wood projects, ceramics, art 
materials, plastics, and many, many more. 


Also enclosed in your JUMBO O.T. handicraft packet is 
the NEW 1951 “HANDBOOK OF HANDICRAFT SUP- 
PLIES,” 80 pages of information and illustrations that will 
aid you in your craft instructions. 


Send ten cents in coin to cover handling for your special 
O.T. Handicraft packet. 


LEISURECRAFTS 


907 So. Hill O.T. Dept. Los Angeles 15, California 


| 


vill 
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2 Srish Linen Darns 
a 
GOLOEN 
= 
WE 
PLASMICAS 


BOOKS and PAMPHLETS 
PATTERNS and PLANS 
ARTCRAFT and HANDCRAFT 
TOOLS and SUPPLIES 


eee 
Write for our 80-page handbook 
and guide. It's FREE to instructors 
of all Arts and Crafts. 


JACKSON STUDIO 


79278 Milwaukee Avenue, Milwaukee 13, Wis. 


HOBBY & HANDCRAFT HEADQUARTERS 


A 5872 


EVERYTH'NG FOR LEATHERCRAFT 


Tools—Lacing—Accessories—Instruction Books— 
Patterns 


TOOLING and NON-TOOLING CRAFT LEATHER 
Calf—Goat—Morocco—Sheep—Skivers 


CARVING COWHIDE—Backs—Sides—Shoulders 


COMPLETE KITS READY TO ASSEMBLE 
Wallets—Keycases—Coin Purses—Link Belts 


Write today for our latest Catalogue ... It's FREE 


CROWN LEATHER CO. 
22 Spruce St. New York 7 


ATTENTION: 


Occupational Therapists 


YOU CAN BUY BR 


YARNS 


at wholesale prices 


@ In many cases we can give you 40% 
discount on your knitting and 

crocheting needs. Here's a real savings 
when you order your requirements 

from the complete WYCO line. 

Ask for our Buyers’ Guide — a wonderful 
pamphlet to have on hand at all times. 
In it you'll find descriptions of our 
fine knitting yarns, Argyle Sock Kits 
made of shrink-resistant, 100% 
virgin wool, and a complete line of 
knitting needles, crochet hooks 


and other accessories. Write today 
for your FREE Buyers’ Guide. 


rm, REMEMBER — UP TO 40% DISCOUNT 
\\ ALL OCCUPATIONAL THERAPISTS. 
YARN COMPANY 


JENKINTOWN &, PA. 


UNION LOOMS 


Thousands of Union Looms are in use in occu- 
pational therapy, vocational rehabilitation and 
educational projects. 


Union Looms are primarily designed for profit- 
able home weaving, and over 30,000 are in such 
use. Equipment right for economic purpose is also 
desirable for institutional use. 


Union Looms are the most practical looms on 
the market for all around hand weaving. Price 
for the loom, complete, threaded with 10 yds. 
warp all ready to weave is only $59.50, F.O.B. 
Boonville, N.Y. 


Send for free loom booklet. 


UNION LOOM WORKS 


122 Factory St Boonville, N. Y. 


951 


SHELLCRAFT 
SUPPLIES 


Send for free catalog of Shell, Metal 


and Plastic parts for costume jewelry 
and novelties. 


Florida Supply House, Inc. 
413-419 12th Street, Bradenton, Fla. 
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ebert J. Golka Co. 
BROCKTON 64, MASS. 


Kits for every grade of activ- 
ity, from simple to advanced. 
Buy direct by mail and save. 


ROBERT J. GOLKA CO. 


400 Warren Ave. 
Brockton, Mass. 
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TEXTILE PAINTING 


WRITE DEPT. A-4 


QUALITY 


RAFFIA PLASTICS 
FELTCRAFT BRAIDING 
BEADCRAFT KNOTTING 
CHIP CARVING CORKCRAFT 
WOODBURNING SHELLCRAFT 
RUBBER MOLDS METALCRAFT 
BLOCK PRINTING LEATHERCRAFT 


GLASS ETCHING 


Send for your catalog today! 


SEND 
FOR FREE 


DEARBORN LEATHER CO. 


8625 LINWOOD AVENUE ‘Me 
DETROIT 6, MICHIGAN 


SHOW YOUR 


TO MAKE 


COSTUME JEWELRY 


ENGROSSING WORK ® LOW UNIT 
COST © HIGH RE-SALE VALUE 


EARRINGS RHINESTONES 


SCATTER PINS MOONSTONES AND PEARLS 
BRACELETS SEQUINS AND BEADS 
NECKLACES EARRING SCREWS 

CHAINS COVERED EARRING BUTTONS 


~ EVELAND 15, OHIO 


PATIENTS HOW 


CATALOG 2025 EUCLID AVENUE 


‘ART and CRAFT 


SUPPLIES 


MODELING CLAYS 
Non-hardening and Self-hardening 


ART MATERIALS 


Finger Paint, Showcard Colors, 
Fabric Paint, Crayons 


POTTERY SUPPLIES 
Kilns, Wheels, Clays, Glazes 


FREE ON REQUEST 


®@ Catalog No. 9 Amaco Art 
and Craft Materials, 24 
pages. 
®@ Catalog No. 39 Amaco Pot- 
tery Supplies and Equipment, 
oe 48 pages. 


American Art Clay Company 
4717 W. 16th St., Indianapolis 24, Ind. 


AT YOUR 
FINGER-TIPS 


Get your free copy of Hammett’s 
new catalog listing and illustrat- 
ing occupational therapy materials 
and equipment. 


LOOMS 


Hand or Foot Power 


WEAVING MATERIALS 


Roving Wools 
Carpet Warp Rug Yarns 


BASKETRY MATERIALS 


Reed — Raphia — Cane . 
Wooden Baskets and Trays 
Corkcraft Plastics 


ART MATERIALS 


Leather and Tools 
SEND FOR THE CATALOG TODAY! 


J. L. HAMMETT CO. 


Educational Materials Since 1863 
306 Main Street Cambridge, Mass, 
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Because re. 
LABORATORY TESTED — 4 
Nothing is left to chance 
equippel Research 
rt guidance i pioring 


in choosing high grade 
terials—in making test 
tain the most satisfacto 
qualities. 


STUDIO TESTED — 


reports on the new prod +s. 
are carefully considerequm 
ther changes made wher 


CLASSROOM APPROVED 


Typicalielassrooms are s 

pg with averag 
under n@mal conditions. 
tests are favorable, the 
its place in the Old Fai 


CHECKED AND DOUBLE— 


Constant check-ups are iim 
possibl improvements, 
quires continu@i 
to hold the cog 
the consumer. The 
trademark signifies endur 


“ONLY PAINSTAKING PEOPLE MAKE PRANG 
PRODUCTS A PART OF YOUR PROGRAM | 
PRANG CRAYONEX ® PRANG WATER COLORS 


PRANG TEMPERA ® PRANG TEXTILE COLORS [im 
PRANG DEK-ALL ® AMBRITE ® POSTER PASTELLC 


OLD FAITHFUL. 
F PROGRESS.” 


Dept. OT-15 — Send for free circulars on any of the above products 


the /!\MERICAN CRAYON company 


SAN FRANCISCO 


PRODUCTS 
| 
a 
the pos@bilities of a new 
row 
‘ans to ob-« 
ry working — 
NY Our skied studio and 
nicians, as 
trained Field representati 
fur. 
cated, 
Sor lected fer 
| 
item takes 
jul tine, 
nS 
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LARSON 


The Goremost Name in 
LEATHERCRAFT 


For Occupational Therapy 
Complete Stock — Prompt Shipment 


Leathercraft is our only business, and our stock is the 
largest and most complete in America. That is why you 
can always depend upon immediate and complete ship- 
ment of orders sent to us. 


Leathercraft has long been recognized as a leading hobby 
for invalids and convalescents, because of the case wit 

which projects can be completed, and the sense of 
accomplishment which is gained when the attractive 
leather items are made. Even patients undergoing com- 
plete bedrest treatment can assemble many Larson Kits 
without subjecting themselves to exertion beyond recom- 
mended limits. Whether your requirements are easy-to- 
assemble kits as introductory projects, or tooling leathers, 
tools, supplies and instruction books for more advanced 
leather work, be sure to check the LARSON LEATHER- 
CRAFT CATALOG first. 


Write today for your FREE copy of our new 24-page 
illustrated Catalog and Guide to latest Leathercraft 
projects. 


J. €. LARSON CO. 


Department 512 
820 S. Tripp Ave. Chicago 24, Ill. 
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